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LESSONS TO LEARN 


PsycHIATRY IN Wortp War 


ALAN GREGG, M.D., New York, N. Y. 


Let us consider the lessons that the war ex- 
perience offers to psychiatrists, or—if you 
prefer to make a boldly optimistic sugges- 
tion—the effects of war upon psychiatry. 
For myself I would prefer to say “the les- 
This 
caution comes from my respect for the salu- 
tary cynicism of the remark that “the only 


thing we 


war offers psychiatrists.” 


1 
sons the 


learn from history is that we 
don't learn from history,” and the cruel 
reality that there is none so blind as those 
that won't And I remember 
thoroughly Thomas W. Salmon’s 
Volume Ten was neglected by 
whom it was written. 


not what 


how 
famous 


those for 


see, 


The gravest issue is 
are the lessons for psychiatrists, 
for the military, and for society at large to be 
learned from the war, but whether in the 
preoccupations of what Elton Mayo 


laptive society we are 


urgent 
calls our a going to 
retain much of anything 
from the expe rience of the war. Make no 
mistake about it, the pressing and immediate 
tends to crowd out the ultimately valuable. 
Learned Hand said of this generation,“In 
its pathetic pursuit of that ever-retreating 
pot of gold, it puts its trust in loyalties, in 
creeds, in causes, in regulation, in institu- 


The 


manage to learn or 


tions, in courts, in propaganda. one 
thing to which it will not trust is the 
vagrant mind and the self-directed soul. 
So be it, by their fruit ye shall know them; 
and do we need to be assured that our fruit 
is bitter?” It will take some heroic effort to 
learn all the lessons the experience of the 
war offers us. It will require vagrant minds 
and self-directed souls. 

Like any experience that is both complex 
and intense, the war discovered truth not 
previously known, corrected some opinions, 
confirmed or proved some views not widely 
held before, and suggested many ideas that 
deserve further attention. But so neat a 
scheme becomes formidably complex if you 
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realize that at least five main groups of 
persons made these discoveries, corrections, 
confirmations, and suggestions. These 
groups were psychiatrists, physicians who 
are not psychiatrists, the military, the ci- 
vilian population, and the patients. Each 
group made its own discoveries, jubilant or 
poignant, changed its views reluctantly or 
ingenuously, proved its convictions with 
varying degrees of forbearance or vindic- 
tiveness, and exercised its imagination in 

questions to be studied later or 
casually abandoned. There is not time to 
make or to defend a table of results that 
would place each of these changes in its 
proper niche. But we may follow the main 
headings. 


forming 


Discoveries which were completely new to 
everyone involved were not numerous. The 
delineation of combat fatigue and the value 
of promptness in dealing with it probably 
deserve the term “discovery.” “Sixty per- 
cent of combat casualties were salvaged for 
further duty within 15 miles of the front; 
an additional 30 percent were salvaged for 
non-combatant jobs in overseas areas.” ? 
It was hardly news to the military that the 
criterion for the psychiatrist in war centers 
around the objective of maintaining as large 
a number of effective fighting men as pos- 
sible whether by preventative measures or 
therapeutic efficiency. But a good many 
doctors discovered that such a criterion im- 
plied a broader responsibility for human 
beings than they had ever been called upon 
to exercise in civilian practice. Several psy- 
chiatrists discovered the fundamental worka- 
day value of expressing themselves in non- 
technical terms, whether to patients or com- 
manding officers. May their tribe increase! 
They even discovered the present inadequacy 
of their own professional nomenclature and 
its futility unless subject to revision. Psy- 
chological tests, when sufficient time was 

2W. C. Menninger, Bulletin of the U. S. Army 
Medical Department, Vol. VII, No. 4, p. 359. 
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permitted for them to be made thorough! tand ! lid nothing else. cho 
proved to have predictive value and this wa w the { ncentive, of moti- I 
at long last revealed to the military mind tion, of loyalty, morale as few civilian tan 
though no one would infer that the militar periences eve! t And the war ex- and 
authorities had any large amount of previot periet te sumption tha ing 
conviction in the matter from the averag: vere 1 least likelv of all wal 
time of 3 to 5 minutes devoted to that « fficers to be retired because of ps) per 
in the induction examination. Perhaps tl t1 lifficultic the assumption was 
most significant discovery on the part of that officer selectior ' branch of the ord 
concerned relates to the realization of | best be | ntire to brother Chi 
tremendous a range of symptoms and 1 ' tion. and ign 
adaptations lies between the thoroughly idgment of ps) nul 
ficient, well-adjusted soldier and the may 

psychotic. From this realization, w t t red though per- mo 
amounted to a discovery in its importat ps not 1 ! vide acceptance. pei 
if not exactly its novelty, came the creat t rable excep- sta: 


geon General’s Office comparable to thos« rul h the echelon the wa 
Medicine and Surgery. Psychiatry chai t rt psychiatrists an 
from a specialty to a generality—so to spea tel nd from the 
—and the psychiatric or psychological ! f 1 trist we have sun 
ponent of illnesses previously consider rned 1 t1 f ancillary it 1 


exclusively medical or surgical began t il workers; 
recognized as never before. Such discoveri nal ipat reational thera of 
also brought into sharp focus the inad« 
cies of the usual medical history taking ; not ] the outset of the mi 
the painful incompetence and even the co! re o1 roup psy- 
tempt that a large number of our medica under seda to 
officers commonly showed for psychiat killft nt | expan ext 
No experience could have revealed more ef it f skimp 
fectively than the war the nonsense of isolat e psychiatric « tion of inductees, libs 
ing psychiatry from the rest of medicine ng ov len under the pres- the 
Since I doubt whether any of the abov: I me eventually a 
mentioned “discoveries” fully deserve that lent t t ndi t psycholo- lo 
designation [ can pass with a purist’s relief ts al rist cost of these 
to the consideration of the next catego blunde: r to be reckoned 
opinions which were corrected. First, a go ng the Veter \dministration ex- 
many psychiatrists rightly lost the comp! r th t rs, would remind 
cency they had enjoyed in civilian life. 1 t in the medical in 
war showed conclusively that no very § l it Cushing showed th 
way to forecast a man’s threshold of endu: t in his leg. We pre 
ance or his capacity to profit from hel; 
known to psychiatrists. They came to t \ to a ead, imbedded at | 
that the maintenance of morale and 
pline demands that the group be defend luctees was con- ve! 
against the deflection and selfishness of tl t ny effective attempt | 
individual. This was an extremely significant n institutions whos¢ 
reversal of the usual solicitudes. They can ! th tory of a recruit 
to see, too, that eliminating the most poor ld have pz led mpt and valuable tl 
endowed 10% of an army is not a proc el adapt ty and presumable 
that can be repeated until the remainder ar: ty. Or radu vas the. value of 
perfect soldiers. Psychiatrists began to 1 nce confirmed by experience. The Di 
ize that combat service with troops gave the: team of psychiatrist, psy- 
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chologist, and social worker was established 
—let us hope once and for all. The impor- 
tance of a thorough knowledge of anxiety 
and the unvarying need of psychiatric train- 
ing of all medical officers were proven as the 
war went on. But perhaps the most des- 
perately and thoroughly proven view of all 
was that our medical schools had been giving 
grossly inadequate training in psychiatry. 
Their graduates as a rule misunderstood, 
ignored, and undervalued psychiatry. The 
number of trained psychiatrists was far be- 
low the need—so far below as to excuse al- 
most any charge that could be leveled at the 
performance of the few that shouldered a 
staggering task. But what excuse can be 
offered if our medical curricula still drive on- 
ward, repeating the same mistake today— 
and tomorrow ? 

The experience of war suggests a few as- 
sumptions that may deserve reflection. First, 
it is not too early to set a salutary example 
by accepting for our own profession the task 
of searching for significant psychological 
tests or psychiatric evaluation of prospective 
medical students. Must we leave to business, 
or education, or the army to find out how 
to foretell the threshold of endurance of 
external stress? Secondly, let us not forget 
hat unless psychiatrists in civilian life de- 
liberately and persistently try to bring into 
the psychiatric boards and specialist societies 
a considerable number of regular military 
doctors, and unless the Army and Navy con- 
tinue arrangements to encourage specializa- 
tion which will qualify a considerable number 
of their medical officers as specialists, we 
hall perpetuate the same handicaps of mis- 
understanding and friction that accompanied 
the efforts of the war Third, the 


promptness, the ease, the frequency, and the 


years. 


value of psychiatric consultations on medical 
and surgical wards in military hospitals sug- 
gest that psychiatric consultations in our 
general hospitals could be of equal advan- 
tage to patients and to the doctors respon- 
sible for bringing every helpful resource to 
Fourth, 
there should be a major revision of medical 


bear upon the patient’s problem. 
education, for only a radical change will pro- 
vide in the education of the doctor the op- 
portunity for adequate training in the psy- 
chiatric care of human beings for a full and 


happy life as well as a symptom-free exis- 
tence. Fifth, what are the causes for the 
percentage of men between 18 and 35 being 
disqualified for military service because of 
some kind of disorder of personality—14% 
of all the men examined? Does a social 
structure which, in peacetime, shows one 
in seven so definitely deviant not deserve 
profound reflection and study? Sixth, from 
the war experience psychiatrists learned 
many of the factors of successful leader- 
ship: the value of the leader’s example, 
his awareness of the emotional needs of 
his men, his constant and manifest solici- 
tude, his knowledge of individual men under 
him and his personal interest in them. Are 
industrial relations and problems of civilian 
leadership likely to be solved in complete 
disregard of these factors of leadership 
proven in the war ? 

Lastly, let me offer a personal opinion not 
only subject to immediate correction but 
soliciting correction if I am wrong. I do not 
recall within the last 40 years the names of 
any research men in the natural sciences who 
ever did any notable investigative work 
while on the teaching staff of West Point or 
Annapolis. I submit that the result of an 
education received in institutions where 
students are not directly exposed to the 
atmosphere of research is quite naturally a 
mind which divides information or ideas of 
all kinds into only two groups: the first 
group comprises all the ideas which are true, 
sound, and dependable; in the other group 
are the ideas which are false, misleading, un- 
proven, and unreliable. This is a deceptively 
precise but a dangerously inadequate atti- 
tude, for it misses the priceless imprint 
which comes from training in_ research, 
namely the realization that there is still a 
third category of ideas—hypotheses not yet 
known to be valid that might be true if by 
research they could be proven. There is an 
immense gap between minds trained by reci- 
tation, indoctrination, and flawless discipline 
in the traditional military education and 
minds exposed to the task of finding out 
what is not yet known. If cadets at West 
Point and Annapolis were exposed to first- 
rate research work, their approach through- 
out their subsequent careers toward finding 
solutions to new problems and their attitude 
to those who could help them in this task 


of ] \ 
of the 
] 
t of the 

} 
e, The 
ISt, psy- 


220 LESS 


would be immeasurably improved. What 
for example, will be the gain to military psy 


chiatry of having psychological researc! 
the best quality in the training of gradu 
from West Point and Annapolis? 

One final observation: the lessons of 
war are clear enough. They are so nea 
trite that it will take special effort if t 
are not to be neglected, ignored, and fo1 
ten. Many of the lessons are humiliati 
a powerful reason for repressing the: 
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OBSERVATIONS OF PSYCHIATRY IN WORLD WAR II°* 
MAJ. GEN. HOWARD McC. SNYDER, G.C.S., A.U.S. 


I appreciate the opportunity to discuss 
with you my observations of psychiatry in 
World War II. Most of you are so familiar 
with the subject that, due to the time avail- 
able for presentation of these views, I will 
limit my comments to certain experiences 
culled from my memory which represent to 
me, at least, the major psychiatric problems 
encountered during that critical period. 
These are my personal views and are not an 
official expression of the War Department 
views. 

At the time of mobilization for World War 
IIT, which took concrete form in September 
1940, there was a lack of unity in the essen- 
tial understanding necessary for coordinated 
planning and resultant actions between the 
offices of the Surgeon General of the Army 
and the Surgeon of the Air Forces. In this 
discussion we can dispose of that problem 
by stating that it is a primary responsibility 
of the War Department to correct a lack of 
coordination and unity in administrative of- 
fices of that agency of government. That 
statement does not imply an unfriendly re- 
ception of assistance from members of this 
group who are not at the time serving on a 
War Department consulting group. How- 
ever, with reference to the particular in- 
terests of The American Psychiatric Asso- 
ciation, there is the broader aspect of that 
problem; that of effecting an organization 
which will increase efficiency and promote 
economy in the use of all governmental medi- 
cal personnel and facilities and which will 
maintain a program to make the most ef- 
fective use of the services of the trained 
psychiatrists available at any time. The 
solution of those problems sets up well- 
defined objectives and, in my opinion, im- 
poses upon the responsible governmental 
agencies the necessity of continuing study, 
including calls for your assistance, until the 
best end results have been accomplished. 
It is an important fact to be noted by all 

1Read at the 103d annual meeting of The 
(American Psychiatric Association, New York, 
N. Y., May 19-23, 1947. 


that if unification of the armed services is 
accomplished it will make the solution of 
those problems much simpler. That is the 
first lesson to which I think attention should 
be invited. However, the brevity of these 
comments should not be interpreted as an 
indication that satisfactory results can be 
accomplished without great expenditure of 
effort based upon sound planning. 

Because our country was unprepared for 
war in 1940, months were required to effect 
a confused and hurried beginning in the 
mobilization of the National Guard and the 
induction of civilians under the Selective Ser- 
vice Act. Yet, within a period of 6 months 
after troop movements were initiated, sev- 
eral hundred thousand officers and soldiers 
were separated from their homes and with 
little or no psychiatric examination were dis- 
patched to training camps. Upon arrival at 
those camps, a considerable number of those 
prospective soldiers were taken directly from 
the arriving trains to the psychiatric wards 
of camp hospitals in states of mental dis- 
turbance which required restraint, and many 
others, who were potential or confirmed 
psychoneurotics, experienced aggravation of 
those tendencies because of assignment to 
military units under the charge of green 
troop leaders fresh from civilian life. It was 
regretfully recognized at the time that train- 
ing of junior leaders during the last war, of 
necessity, had to be very hurried, and em- 
phasis had to be placed on instruction in 
“how to kill” and “how to keep from being 
uselessly killed.” Little time was available 
for educating young troop commanders upon 
sound lines in the psychology of military 
leadership. This lack of adequate education 
in leadership coupled with the emphasis 
placed upon tactical and technical training 
caused those young troop commanders to 
exaggerate the importance of keeping every 
recruit up to a maximum level of efficiency 
in military training; also, the lack of ade- 
quate education in military leadership was 
largely responsible for failure in the utiliza- 
tion of many soldiers who, though ap- 
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lapta vit 


parently acceptable, proved ina 
military service and resulted in transtet 
many laggards in military training, 
reason whatsoever, to the care of the m 
cal department. In this connection it w 
stated in one of the reports to the Wat 
partment, made by an operational stt 
group of eminent consultant psychiat 
and army officers, of which I was a mem! 
that “the reason these soldiers were in t 
charge of the medical department was 
because the medical department wis! 
make patients of them but was becaus 
the inability of line commanders t 
soldiers of them.” That trite statement r 
resents an oversimplification of those 1 
problems, yet it points up an important 
pect of those problems. Then too, in t 
early period of mobilization, the psychiat 
wards of most of the army hospitals 
controlled by inexperienced psychiatrists 
no well-organized mental hygiene cent 
were established in the training camps. 
Army was understaffed with trained 
chiatrists and was tardy in calling 


uy 
services of civilian psychiatrists. 
chiatrists ultimately called into sery 
needed time for orientation. The numl 
of civilian psychiatrists, psychologists, 
trained social service workers was insuffi 
to meet the demand; therefore numbers 
doctors, mostly neophytes in the med 
profession, were with inadequate prepara 
in psychiatry plowed into that field. T! 
improvised solutions frequently result 
confusing rather than assisting leade1 
in training, leadership in the service « 
lons, and leadership in battle. As a cot 
quence, hospitals were overloaded and t 
valuable services of the medical s 


it 


pec 
were wasted. The result was a “‘bull mar] 
in casualties calling for the attention of | 
chiatrists and an inflation in psychi 
problems from which the services did 
fully recover until well after V-J Day. 
Reasonably satisfactory solutions 
problems set forth in the first lesson apy 
simple in comparison with a successful 
tainment in meeting the challenge prese1 
by some of the problems embodied in 
second lesson. Those problems are « 
lated and are so fundamental that they 1 
down into every home in our country 
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recommended. Those are tangible tasks; 
satisfactory standards and procedures can be 
fixed, yet the path of successful implementa- 
tion is stalked by that dreaded imponderable, 
the personal equation. Will local selection 
boards put patriotism above selfishness; 
can those boards be persuaded to resist the 
desire to sweep into the Army from the 
streets of their communities the lame, the 
halt, the blind, and the mental misfits—par- 
ticularly the latter; will the emergency per- 
mit time for adequate mental and physical 
examinations; will medical examiners be 
available in satisfactory quality and quan- 
tity? Therefore, despite sound plans and 
excellent organization, to effect better and 
more uniform accomplishment of selection 
and induction boards in an emergency will 
always challenge the administrative capacity 
of the several responsible agencies. In prin- 
cipal part, such accomplishment requires 
more effective work in the field of the social 
sciences as applicable to the civilian elements 
involved. Inasmuch as this Association 
should be the leading element in such en- 
deavors, it is my opinion that the Associa- 
tion sh 


uld accept the responsibility of re- 
solving those problems and of advising the 
military as to actions considered requisite. 
(2) Sound plans properly implemented 
will prevent abuse of hospitalization and mis- 
use of the valuable time of specialists and will 
effect early discharge under a proper diag- 
nosis in instances where such procedures 
are applicable. Those plans must provide 
for practical implementation in times of 
peace and rapid expansion in emergencies. 
(hose abuses were largely avoided in the 
final stages of the past emergency. Sound 
and aggressive administration by respon- 
sible governmental medical authorities must 
be continued in order to avoid relapses. 
Inasmuch as the major part of those prob- 
lems involves psychiatry and inasmuch as 
those errors and abuses were latgely avoided 
in the later stages of the past emergency by 
full utilization of all psychiatric talent in 
the Army—fulminated by the Chief Con- 
sultant and other consultants in psychiatry 
fortified then by ripe experience—it appears 
axiomatic that sound aggressive administra- 
tion by responsible medical authorities must 
continue to emphasize sound psychiatric 


training in the Army and to utilize to the 
fullest extent the advice and assistance of 
civilian psychiatrists so that we will not 
again be caught unprepared. There are now 
in civilian life an adequate number of mili- 
tarily experienced psychiatrists to meet any 
near term emergency requirement. The ac- 
complishments of the department of medi- 
cine and surgery of the Veterans Adminis- 
tration in those associated fields of require- 
ment since the war have been so superior | 
am sure the other governmental medical ser- 
vices will not fail to meet the challenge. 

(3) In attempting to meet the problems 
of converting to adequacy in civilian life or 
to usefulness in the armed services the 
weaker ones in our midst, I feel sure we 
know where we want to go but do we know 
how to get there? Are we capable of effect- 
ing a coordination of effort and of setting 
up an organization to achieve our purpose? 
However good for the soul criticism of the 
errors embodied in those problems might 
be, I think the greatest good will come from 
using them merely as a starting point in 
discussing the responsibilities of the Army 
and this Association in connection therewith. 
Cooperative study should clarify the proper 
position of psychiatry in the military or- 
ganization of the present and future and 
suggest how the civilian psychiatrist may 
better prepare himself to meet the respon- 
sibilities that are or may be placed upon him. 

In looking to the future we must credit 
the past with its accomplishments. We 
must not fail to express recognition of the 
fact that the War Department has always 
been cognizant of its responsibility to main- 
tain for army officers an adequate educa- 
tional system with emphasis on instruction 
in leadership. Progressive instruction, par- 
ticularly during the period between World 
War I and World War II in the educational 
institutions of the armed services, produced 
in the latter war a group of leaders, who in 
accomplishment, integrity, and selfless de- 
votion to duty are numbered among Amer- 
ica’s greatest. It would be an unpardonable 
oversight also if we failed to give recognition 
to the splendid achievements resulting from 
the contributions to the armed services made 
by members of this association, whose faces 
I see before me, and to the contributions of 
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Dr. Howard Rusk and 
in pioneering and expanding the convales 
cent and rehabilitation programs. 
fluences not only had a profound effect 

assisting with the assimilation into the set 
vices of the “inadaptables” and in the treat 
ment and restoration to health of the 
chiatric casualties of this recent war but als 
acted as a stimulating and motivating fo: 
in edtication in the psychology of n 


leadership. 


That the Regular Army is alert and r 
accepts and converts to practical us 


influences and 


now receive 


of military leadership under the direction 
thoroughly indoctrinated 
the guidance and assistance of a doctor 
psychology. This training in the current p1 
gram is begun in the second year of 
instruction and culminates 
final year at the Academy in | 
course of very practical applied psychol 
It is planned to increase the number of h 
to go in next year’s curriculum f 
graduating class. After receiving their cor 
missions as Officers, graduates of the Aca 
emy progress to a 3-months course in 
ing at Fort Riley, where instruction in 
psychology of military leadership is c 
tinued. Again in the schools of basic tr: 
ing of the arms and services prog! 
courses in this subject are pursued. On 
on into the schools of higher e 
the military instructional program thi 
important subject in an army officer’s caree1 
e implementation 
that system it would seem appropriate 
the Surgeon General to use his trained 
chiatric personnel and the services of e1 
nent psychiatric 
schools for the 
sponsible heads 
to methodology. 


projects itself. 


contributions 
denced by the fact that reverberat: 
noticeable even in the cradle of the 

educational system. 
Military History, Economics and G 
ment at the United States Military Acadet 

has recently been designated as the Depart 
ment of the Social Sciences and 
the professorship has been changed to 
Professor of the Social Sciences. 
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eyed enthusiasm they discuss these results 
with visitors. They comment upon the facts 
that only one case of venereal disease has 
been contracted among the 640 trainees; 
that there have been large numbers baptized 
in the Catholic and in the many Protestant 
faiths; and that these young men demon- 
strate by their daily conduct that they have 
developed a sound appreciation of their re- 
sponsibilities to their country as well as an 
understanding of what is represented in 
their country’s obligations and service to 
them. 

In this work there has been established a 
beginning in the Army of the type of revo- 
lution to which I refer and this beginning 
will have far-reaching effects in civilian life. 
The influences of those altered and improved 
attitudes regarding the responsibilities of 
citizenship will be disseminated into the hun- 
dreds of communities to which those young- 
sters return. I realize that to many Ameri- 
cans, universal military training represents 
conscription which in times of peace is re- 
pugnant to them. To those objectors, uni- 
versal military training represents discipline 
and discipline is pictured as enforcement 
of obedience by the rule of the rod, the whip, 
and the sergeant’s loud and profane com- 
mand. But that is not the way that obedience 
and loyal service are engendered in the train- 
ing program at Fort Knox. There obedience 
and service is taught as a two-way street, 
extending from every good citizen to his 
government and therefore reflected in acts of 
good government toward her citizens. I do 
not concur with those who classify those 
trainees as conscripts nor do I believe that 
such classification by detractors can meas- 
urably decrease the benefits to those young 
men of the training which they receive in 
nonmilitary skills and that constitutes 95% 
of their training. 

[ believe it was proven in the last war 
that hundreds of thousands of apparently 
acceptable men were able to avoid serving 
their country even though the national se- 


curity was critically threatened because of 
manifesting symptoms indicative of disabling 
situational reactions or personality dis- 
orders. That fact forces upon one the con- 
clusion that a radical change in education in 
the obligations of citizenship is imperative. 
Public opinion must be educated to appre- 
ciate that such a condition represents a 
cancer in our social body and constitutes the 
necessity for an educational revolution. The 
Atomic Age presents prospects which in- 
crease the pressure of this necessity. We 
may never again need large “standing ar- 
mies” but our country will reap untold re- 
wards in peace and in war from education 
in the obligations of citizenship such as that 
now being taught in the provisional universal 
military training battalion at Fort Knox. 

The above comments may be waived aside 
as syllogistic reasoning which is not enlight- 
ening but deceiving. However, to me the 
conclusions presented appear to be inevitable 
deductions. If we are to build a nation pre- 
pared to meet atomic warfare we must build 
a nation capable of the total useful mobili- 
zation of its citizenry. Therefore, prepara- 
tion, through education, by development of 
the characteristics commented upon is man- 
datory. The movements now begun must, 
I feel, be multiplied and magnified. 

And now, gentlemen, although I stated 
as a premise that we know where we want to 
go and asked the question do we know how 
to get there, I feel reasonably certain that a 
review of the problems and corrections sug- 
gested points up the requirement. It is a 
necessity that the armed forces maintain 
such close relationship with the militarily 
experienced psychiatrists and with all of 
you in this association that all major prob- 
lems in the sphere of the social sciences 
will continue to be studied in an atmos- 
phere of mutual understanding. The best 
possible accomplishments for the welfare and 
security of our country should thereby be 
consummated. 
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PSYCHIATRIC ASPECTS OF WOMEN SERVING IN THE ARMY’? 


MARGARET D. CRAIGH M. D., 

In considering the psychiatric aspects of nditions, 
women serving in the Army, it must be re t su the militar) 
ognized at the outset that there are at least ) rank. They 
two rather different groups which have dis t tters affect- 
tinctive characteristics, namely, the profes t tior Ithough some 
sional women, of whom the nurses are thi ther ented t tect attitude, 
largest component, and the essentially not t we | ming the respon 
professional group, the Women’s Ar ty 1 ned officers. 
Corps. The professional category, includins t of 1 pital training, 
physiotherapists and dieticians, but omittu t ract from their 
doctors, is a more or less homogene it rather 
group. The WACS, however, are compos« ted t t rdinated team- 
of heterogeneous elements who merge i It tended 1 them more wel- 
composite picture because of their commu e and threat to their male as- 
nity of interest. ute ere thei! n the service. 

30th of the major divisions have thre WAC n th nd. suffered 
fundamental characteristics in comm their greater 
which differentiate their psychiatric prol ' a} tional endow- 
lems from those of men. Two of these fa t tion of Ameri- 
tors were inherent in the army organizatio1 mit ; the farm and 
namely, that women were volunteers a1 the ' fce and from 
noncombatants. The other is simply that 
they were women. The influence of thi r mot we 1s diver 
basic conditions on the two groups and thei 1s their round me there were 
differences and similarities will be discus ee triotic reasons. 
briefly. t cor | their own 

The professional group, as typified by rt. For many. however. 
nurses, presented less complex problems ea] ; proportions 
many ways. They were motivated large ne} wen 
by patriotism to carry on a critically need ) id hy them. Some 
job for which they alone were specific: nflu | by a: ' uline iden- 
qualified. They were in work traditional thers wr bstituting for a 
women and so were not in competition w 
men. They were previously selected by thei: , thet petinge with 
hospital training, they had a common educa e livit 
tional background, and they continued in a1 le and their mo- 
occupational field to which they were ac tion \ ficient ere to carrv them 
customed. Their environment was a r rouch their art experienc: \ nother 
atively protected one in which there was the p enlisted in tl meeting more 
usual hospital discipline and the materna an of far the clamour and excitement. 
attitude of their superiors and of the doctors nv of the ere immat women whose 
And finally, probably most important of all thu ould not stand up to the hard re- 
they were supplying a service which gratified iscipline 1 notonv of army 
the passive needs of men, and which iden Then the: re 4 apists who were 
tified these women with the mother, the wif« feos er external or in- 
or the sweetheart back home. ternal conflict thei ironment. These 


relief from too 
1Read at the 103d annual meeting of 


American Psychiatric Association, New 
N. Y., May 19-23, 1947. tio! those v vere seeking substitutes 
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for disappointment in love or marriage, and 
those who had always been maladjusted and 
were looking for that green field which 
never comes nearer. Many of the neurotics 
were in this group, and most were unable 
to make any better adjustment than pre- 
viously. They were responsible for nu- 
merous company problems and disability 
discharges. Some, however, did find in the 
orderly, disciplined routine of army life the 
support and leadership which they had 
needed, and became happy and useful mem- 
bers of the organization. Another motivation 
for a large group was a desire for occupa- 
tional change. This was beneficial to the 
relatively untrained because they were given 
opportunities to learn new skills or become 
proficient in unfamiliar techniques. Those 
seeking merely a change of occupation be- 
cause of boredom frequently were dis- 
appointed to find themselves doing the same 
cooking or stenographic work that they were 
trying to avoid. Sometimes this work was 
on a more menial level than their former 
civilian job so that the frustation was in- 
tensified. 

These then are some of the reasons which 
motivated women to volunteer for service. 
By the very fact of their own free choice, 
there was a self-selection of the applicants ; 
they were therefore less typical of American 
women than were the men drafted by selec- 
tive service. This difference was reflected in 
rejection rates, as shown in a 6-months 
period in 1944. Out of every 5 WAC candi- 
dates disqualified for medical reasons there 
was approximately one rejection for neuro- 
psychiatric conditions. At the same time the 
ratio for men was 2 out of 5. 

Other elements also entered into this dis- 
crepancy, chief of which was the inadequacy 
of the examination given to women. The 
cause of this was primarily the recruiting 
policy which, based on a volunteer system, 
was directed toward meeting a quota. Quan- 
tity was stressed rather than quality. In 
spite of repeated recommendations by the 
medical department for better psychiatric 
screening, most of the WAC recruiting was 
over before a partially adequate program 
was adopted. This procedure proved effec- 
tive in the short time of its operation. Re- 


jection rates increased and disability dis- 
charges decreased. 

But, even with good psychiatric examina- 
tions, the proper selection of candidates was 
more difficult than with men. Women vol- 
unteers tried to conceal disabilities, whereas 
the reverse was often true with men selec- 
tees. Also there was less past experience on 
which to base standards for selection of those 
women who would have the emotional ca- 
pacity to adapt to regimentation. 

Of the many factors that affected psychi- 
atric suitability for the WACS it soon be- 
came apparent that one of the greatest haz- 
ards was age. WACS were accepted between 
the ages of 20 and 50. NP rejection rates 
were almost twice as high in those over 40 
as in the 20 to 24 age group, and the dis- 
charge rate within the first 6 months of ser- 
vice showed a similar trend. Because of this 
the Surgeon General urged an upper limit 
of 38, but this advice was not followed until 
after VE day. The age factor was especially 
important overseas. The incidence of medi- 
cal evacuations particularly for psycho- 
neuroses, was highest in the older age 
bracket. It was the opinion of many medical 
officers that, with few exceptions, women 
over 35 should not be sent overseas. 

The problem of selection was intimately 
associated with that of utilization of the 
WAC. Here again the situation was com- 
plicated by its volunteer aspect, and by other 
difficulties not present for either nurses or 
men. These conditions led directly to psy- 
chiatric disturbances. ° 

For the nurses, there was never any ques- 
tion of the importance of the individual’s 
job. For the WAC, particularly in the early 
days, there was frequently serious doubt in 
her own mind and in those of her associates. 
She was unhappy because she compared the 
usefulness of her army job with what she 
might otherwise have been contributing to 
the war effort in civilian life. It took the 
Army a long time to learn how to use the 
WACS effectively, but they finally proved 
their value so well that the demand for their 
services far exceeded the supply, both in 
this country and overseas. 

WACS were more difficult to place than 
men, because all women’s assignments were 
to jobs in which training, special aptitudes, 
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or qualifications were required. There wer: by a whisper ign, with little 
no all-drudgery jobs such as continuous KP 
or orderly work, nor could the untrained be ndit pe ¥ e, to women 
absorbed in the great groups of undiffere: ed in the mili 
tiated GI combat troops. Women thus cam ry ' n life. but 
in direct competition with men for skilled 1 ' ’ re for its 
jobs and actually replaced them. This wa ’ ' | was the 
one of the greatest causes of friction an sely as 
jealousy from men. Soldiers so replact tension- 
and sent to combat duty naturally resent le result 
it, and their hostility was directed towa1 rent women were 
the WAC rather than toward the less tan to for r a short 
gible military necessity. time, t war dragged on 
Mal-assignment was probably the greatest nt to start 
cause of psychiatric breakdowns amo! ney as an 
women. They were willing to put up wit r for dis 
any kind of hardships in the way of housing t ! e, were 
and lack of recreation, if their jobs we tions, especially 
satisfying. If their work was in accordat t life. Dis- 
with their training and if there was enou preg more frequent 
to keep them busy, sick call was at a mit ns com 
mum. This was clearly demonstrated in a1 ntiation be 
extensive study, on fatigue among 5,0 it wedlock. 
WACS, from which I quote: “From 
various factors considered, it was appar‘ . 
that the incidence of fatigue was influen = ae 
more by psychological than physical facto: p. that 
Interest in the job outweighed all oth ious because 
single factors in importance.” 
Now to return to that last different 
factor: the woman, regardless of her brat ) similal 
of service. In general, it may be said tl i 
army life tended to emphasize feminit 


rather than masculinity in women. So mu EPRI: 5 
of the latter was forced on them that tl! — 
over-reacted in the opposite direction. 

Two conditions which were serious p: 
lems with men were negligible for wom 
Enuresis was almost never found. | 
there is so much sex difference in this syn 
tom has not been satisfactorily explain he ] sses. and 
Also homosexuality was much less of a pr . inclined to 
lem than was expected. It was anticipat O1 | the Boss.” Also 
that military life might attract overt hom e 1 
sexuals, but this was true only to a very al « 
limited extent. When they were found, t! 
created a more difficult situation than w be different 
men, but too frequently a worse probl f the styles 
was that of false rumors and witch hunting 
Any girl with marked masculine tendenci: 
or any two girls with close friendships 


iniform were 
under suspicion and were practically « ther enced by t esire for adorn- 


tendency 
group ac- 
line were 


previous 


in matters 
in regard 


fashion 


f he varies 


Feminine 


¢ 
an 
ad 

Wi 
Wi 
Ke 
717 
ul 
tne 
al 
tor 
4 
117 
th 
€ 
+} 
t i 
an 
an 
Wwe 
SCT 
SeT 


were 
ially 

Dis- 
juent 


coim- 


that 
cause 
on in 
‘oman 
imilar 


iar to 
y ser- 
juired 


dency 
up ac- 

were 
evious 
work- 
's, and 
ined to 

Also 
natters 
regard 
fashion 
ifferent 
e styles 
varies 
-minine 
n were 
adorn- 


1947] 


MARGARET D. CRAIGHILL 229 


ment, as demonstrated by corsages of flowers 
and pigtails tied with ribbons. The latter 
additions were more prevalent overseas 
where a longing for beauty in the midst of 
war was especially acute. 

Women placed much greater emphasis on 
keeping up personal appearances. Even 
under very adverse conditions, as in New 
Guinea where slacks were worn constantly, 
the women washed their clothes in cold water 
and ironed them meticulously, while the 
men wore theirs rough dried. Hair dressing, 
too, was a not-forgotten ritual. It was a 
great morale factor both for the women 
themselves and for the men who saw them. 
Beauty parlors were arranged with much in- 
genuity in the most unlikely situations. 
There was one in the middle of Burma, set 
up under a teakwood tree with only a bucket 
of cold water for equipment, but with an 
operator from Charles of the Ritz, then 
temporarily a private in the engineers. 

Another manifestation of femininity was 
the universal practice by women of decorat- 
ing their living quarters. They were clever 
in finding local material such as parachutes 
for making bed covers or curtains, and so- 
called “moonlight requisitions” were sources 
of supply for material to make furniture. 

Eating habits also showed a feminine at- 
titude. WAC messes with the regular GI 
rations always had better cooked and more 
attractively served food because the women 
demanded it. The palatability and attrac- 
tiveness of food meant so much to them that 
they sometimes refused to eat adequately in 
combined messes where the esthetic element 
was neglected. This attitude occasionally 
became pathological, resulting in loss of 
weight or severe anemia. 

One great hardship for women was the 
lack of privacy in the army. Throughout 
their lives, they are trained to regard this 
privilege highly. The crowded dormitory 
and the community shower room and latrine 
were really traumatic for many. Overseas 
this situation was a definite factor in increas- 
ing tension and precipitating psychoneu- 
roses, especially after a year or more under 
such conditions. 

The social life of women in the army pre- 
sented many complications peculiar to the 
service. Women of various strata were 


thrown together intimately in a way which 
is much less common to them than to men. 
Class differences are customarily maintained 
by women, and the necessity to break these 
down and adapt to the leveling effect of the 
Army was usually difficult for them. 

Their social contacts with men were ab- 
normal because of rank distinctions. For 
example, nurses were frequently more con- 
genial with the younger enlisted men than 
with the older and usually married medical 
officers, and WAC enlisted women might 
find their contemporaries among the men 
officers. But fraternizing between officers 
and enlisted personnel was against military 
regulations. This became a serious problem 
in isolated areas, where with a scarcity of 
women, male officers tried to usurp all the 
female companionship regardless of rank. 

The attitudes of many men, both in and 
out of service, that all women in uniform 
were “on the make” was disturbing to the 
majority of women who were not so moti- 
vated. That the sex standards of many 
women did change while in the Army cannot 
be disputed, but this exemplified a tendency 
not limited to military service. This modifi- 
cation was facilitated by absence from the 
home community. On the other hand, in the 
Army, there were definite restraints exer- 
cised by group opinion and lack of privacy. 

Women in the service were in a minority 
group, especially overseas. This made even 
the least attractive popular. It was hard for 
some of them to keep their emotional balance 
and remember that circumstances rather 
than their own charms were responsible for 
waving the magic wand. The social pressure 
on these women by large numbers of lone- 
some men was terrific. Many methods from 
command attendance to extravagant induce- 
ments were used to secure their company. 
The tension of keeping up with work and too 
much social activity, as well as the stress of 
emotional conflict, was the cause of many 
psychiatric disturbances. The situations 
were particularly difficult among members of 
units long isolated together, who became 
very dependent on one another. Their pre- 
vious and future lives were vague and unreal 
and only the present was of importance. It 
was viewed as an interlude in life and what- 
ever made it more bearable seemed justi- 
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fiable. Men were apparently better abl 


partition off their lives so that they did 
as readily become deeply or permane 


involved emotionally. They were, theret 


transient attachments. Some of thes: 


sociations have continued since the war, 


the great majority were broken off, s 
times with tragic sequel, especially t 
women involved. 

Returning to civilian life has been 


cult for both the professional group and 
WACS. Nurses have been loth to returt 


their former type of service with 
hours, less pay, and more drudgery 


WACS have had their own peculiar p1 
lems of readjustment. They have mis 


many of those things which they learn 


value in the Army, such as group comrad 


ship and an interest in world affairs. 
find themselves accorded little hon 


vantages of 
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A REVISION OF THE PSYCHIATRIC RATING SCALE’* 
WILLIAM MALAMUD, M.D., anv SIDNEY L. SANDS, M.D. 


Worcester, Mass. 


In a previous paper(1) we described a 
psychiatric rating scale and demonstrated 
its use as a method for quantitative record- 
f psychiatric clinical findings and the 
changes that occur in them during the course 


ing 
of the illness. It was pointed out that a re- 
cording method of this type was particularly 
essential in any scientific investigation, the 
purpose of which is to search for possible 
correlation between clinical symptoms and 
physiological or biochemical data. It was 
also found that when patients were rated 
with this scale by several psychiatrists there 
was a satisfactory correlation in scores so 
that independent determination by individual 
workers could be regarded as reliable. In a 
subsequent paper(2) the application of this 
scale in an investigation of a number of pa- 
tients suffering from agitated depression was 
reported. It was found that it was possible 
to use this scale in correlating changes in the 
clinical picture produced by electric shock 
treatment with the concomitant neurophysi- 
ological and biochemical findings. 

During the last 15 months, since the con- 


1 


clusion of the work reported in the above- 
mentioned papers, we have continued our 
studies on this rating scale, our main purpose 
being to render it a more adequate tool for 
evaluation of changes in the clinical picture 
and extend its applicability in research 1in- 
vestigations. These studies have resulted in 
the correction of certain faults in the original 
scale, and we now present the revised scale 
and our experiences in the use of it. First 
however we would like to point out some of 
the more important changes that were made 
and the reasons for introducing them. In 
the first place it was important to establish 
a more adequate base line against which the 
deviations in the clinical picture of our pa- 
tients could be compared. In our original 
1 Read at the 103d annual meeting of The Ameri- 
can Psychiatric Association, New York, N. Y., 
May 19-23, 1947. 
From the Research Service of the Worcester 
State Hospital, Worcester, Mass., and the Boston 
University School of Medicine, Boston, Mass. 


scale and also in scales that were proposed 
by other authors, the deviations in any of 
the functions recorded were measured in 
comparison with a hypothetical normal or 
average person. This obviously was not 
satisfactory since, as we all know, even in 
the average population these functions show 
fairly wide variations. When we consider 
the fact that mental disturbances frequently 
develop in people who even before the onset 
of their illness showed some peculiarity of 
behavior, it was obvious that a rigid standard 
could not be utilized since our evaluation 
of whether the patient’s behavior was ap- 
proaching a normal level could be de- 
termined only by comparing it with his own 
original behavior. It became obvious, there- 
fore, that our base line would have to assume 
the character of a profile and that this profile 
could be made up only on the basis of the 
history of the patient’s prepsychotic per- 
sonality. Furthermore, it became apparent 
to us that the range of pathological varia- 
tions in each one of the functions rated in 
our previous scale was not sufficient to allow 
for the fluctuations that were found to occur 
during the course of the disease and its 
treatment. Finally, the application of the 
rating scale to a larger number of patients 
and a greater variety of disease syndromes 
brought out the fact that certain functions 
included in the original scale were somewhat 
superfluous, whereas others were not re- 
ceiving the attention that they should have. 
This has led us to revise the scale, introduce 
changes in its form and the manner of scor- 
ing, and check its validity on an adequate 
number of cases. 

The scale in its present form is shown in 
Fig. 1. It consists of I9 items which can 
be divided into 3 major groups. The first 
7 comprise behavior items that can be di- 
rectly observed at the time when the patient 
is interviewed. The next 4 are functions 
which are also objectively observable, but 
an adequate evaluation of which depends 
upon continuous observations by ward per- 
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sonnel during the 24 hours, and which can | ed on 11 nably accurate picture 
be reported to the psychiatrist who is rat his pathology 
the clinical picture. The third group c the 1 t. The material 


prises 8 functions which can be evalua 
only on the basis of interview and < 
munication with the patients themsel 


is largely 
ained from 
and others 


It is obvious that the relative validity of t have | e he became ill. 
determination is different in these 3 groups Ve al the questionable 
and that has to be taken into consideration lidity « f ition, whether 


bservation 
offset this 


in the rating of the patient’s condition. I 
each one of these items we have in the cente1 


of the scale 2 columns of descriptions whicl t t t this base line by 
~ 
IATRIC RATING SCALE 
EL 
FUNCTION 6 5 a 3 2 BASE LINI ] 
- > > 
APPEARANCE | BIZARRE DECORATIVE OVER-M NEA CAR ; 
MOTORACTIVITY | AGITATED RESTL ACTIVI 
RESPONSIVITY | sticky OVER- DEPENDENT SUCGESTIB FIEXIBLI 
AGGRESSIVENESS | vestAUCTivE COMBATIVE 8 REN DOMINATING ELF EFFACIN 
SOCIALIZATION | UNRESTRAINED  MEDDLESOME OUT-REACWING | EXTRAVERTED 
| UNCONTROLLED MARKEDLY DER ATELY | 
ATTENTION | SCATTER DISTRACTIBLE DISTRACTIBLE 
| INCESSANTLY | 
SPEECH | propuctive PUSH OF SPEECH OVER-TALKATIV 
NUTRITION OMNIPHAGIC _VORACIOUS GLUTTONOUS lin GENT KY 
| SEXUALLY SEXUALLY SEXUA HON 
SEXUALITY | ASSAULTIVE SOLICITING OVERACTIV MASTURE 
SLEEP | SEVERE INSOMNIA MODERATE INSOMNIA REST p LIGH HEAVY 
WORK DISRUPTIVE SCATTERED OVERACTIV EA NDIFFEREN 
MOOD EXHILIRATED EUPHORIC ENTHUSIA 
SPONTANEOUS EXPLOSIVELY : | 
AFFECT OUTBURSTS REACTIVE ae 
FEELING PANIC ANXIETY -GUILT TENSE-IRRITAS | 
SCATTERED 
AWARENESS CONFUSED DISORIENTED SUPER 
ASSOCIATIONS IRRELEVANT FLIGHT TANGENTIA 
WALLUCINATED DELUDED IDEAS OF AUTISM 
CONTENT REFERENCE 
OBSE 
MEMORY CONFABULATION FABRICATION REMINISCEN 
THOUGHT PROCESSES | FRAGMENTEO ALOGICAL LOOSE SHA W CRI 
Fic. 1 


are tabulated under the title of from several 
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progressive degrees of pathology. Both the 
base line variations and their pathological 
exaggerations were divided on the basis of 
their direction into 2 groups. On the left- 
hand side we have placed those which are 
directed away from the person and towards 
the outside (centrifugal). To the right of 
the midline we have the opposite, namely, 
centripetal or internally directed forms of 
behavior. These deviations both to the right 
and the left from the base line have in the 
case of most of the items been expressed in 
terms of 3 degrees of severity of involve- 
ment. Wherever possible, the terms used in 
preparing the rating scale were taken from 
the vocabulary that is currently employed in 
psychiatric clinical description. All of us 
who k>ve been working in this field for some 
time will readily appreciate how difficult it is 
to develop a uniform system of describing 
human behavior particularly in its pathologi- 
cal forms. Some terms have even come to 
represent entirely different meanings when 
used by proponents of special schools. In 
the case of a rating scale of this type, there- 
fore, it will be essential to state definitely 
what meaning these particular terms are in- 
tended to represent. It was surprising, how- 
ever, and gratifying to find that in the larger 
proportion of the terms this difficulty was 
not encountered. 


SCORING 


At the present time only a raw score is 
derived from the rating scale. Problems of 
weighting are being deferred until a much 
larger mass of data is available. Our statis- 
tics and cases show that the scale is suf- 
ficiently sensitive to permit use of the raw 
score alone to evaluate the status of the large 
majority of patients. One must visualize 
the scoring sheet as a grid overlying the 
scale. The words of the scale now become 
guides in estimating the degree of deviation 
from the base line. In actual practice the 
scorer will have both tables before him and 
as he prepares to rate each category will 
refer to the verbal scale to assist him in 
placing his check mark on the proper side of 
the scale and in the square most accurately 
measuring the degree of deviation from the 
base line. 


Fig. 2, which is a single rating of an 
actual case of catatonic schizophrenia, illus- 
trates the recording and scoring method. All 
scores are determined by the difference be- 
tween the base point and the checked point 
on the grid. The smallest unit difference 
used is one-half. Note, for instance, the fol- 
lowing items. 

Appearance.—The check point is in col- 
umn one, but the base line point is to the 


RATING SCALE 


Score Sheet No. _! 

APPEARANCE /| | 
MOTOR ACTIVITY | |v 
RESPONSIVITY | | |v | 2 
AGGRESSIVENESS 1X | | 2 
SOCIALIZATION | x| | JV 3 
ATTENTION 
‘ 
NUTRITION vx | 
SEXUALITY Yi is 
SLEEP 
WORK x! 
MOOD 
APPECT 1x vii 

+ 
FEELING Xx; 
AWARENESS iX| |v 2 
ASSOCIATIONS JV x 
CONTENT 1X 1 
MEMORY 
Processes | | 7 
TOTAL o4 
Patient: E.T. 


Doctor: $. 
Date? 3/2/47 


FIG. 2. 


left of midline. The score is therefore 2, de- 
rived by counting the squares from the base 
point to and including the check point. 

Nutrition.—In this case the check point 
falls on the middle of the base line column. 
It is not a full square from the base point 
and therefore since the smallest scoring in- 
crement used is 4 that is the score. 

Associations.—From the base point to the 
check point one counts 6} squares and the 
score is 64. 

There will be times when the scorer feels 
that in a certain category the patient shows 
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pathology ratable on both sides of the bas t] ! { the secretary 
line. In that case he places checks on bot! tation was ac- 
sides and derives his score from the sid 
giving the greater difference. | eterminations 
When a score for each category has bee 1 t ts of all these 
obtained a total score is then derived | ¥ Each dot on 
simple addition. rt rey ratings done 
As the treatment proceeds and a series le patient rists. The 
ratings are obtained the check marks beg resent the 
to approach the base line and obviously tl ! t lal nd those 
total score decreases also; in that way a t t f the other. 
quantitative measure of the patient’s day-by the 1 | lines rep 
day behavior is secured. In most cases tl point these ratin 
rating is carried out about once a week sinc ! re perfect 
the changes are slow enough in developing remark 


Where the picture changes more rapid 

obviously the rating will have to be 

more frequently too. A master chart is p1 , 
vided in the record of the patient 
the total scores are entered in 
manner as for instance his temperature 
pulse and respiration. At the end of a mont 
or 2 months we will have, therefore, a reco1 
showing whether the patient’s condition 


in wl 
the 


at a standstill or whether it changes towat 
the better or worse and which function 
yield to, or resist, treatment. , Y= 0.02+1.01X 


As was stated in the original publicatioi 
the rating scale is not intended to repla 
the usual clinical notes. Descriptions of 
person’s clinical picture are made at regula: , x 
intervals and entered into the record. It 
obvious, therefore, that in testing the validity 
and usefulness of this rating scale, two im 
portant considerations have to be kept 


mind. First, to what extent does the rating t putations of 
scale correlate with the general descripti | ! n the chart 
notes on the patient’s behavior? Second! relation coef 
how well will the ratings of 2 or more ps f physicians 
chiatrists correlate with one another | t presented t ere high, and 
study these we have instituted a procedut t t if that the variation 
in which 6 pairs of psychiatrists did serial | 

ratings on a total of 26 patients. These pa nd ¢ rrelation on 
tients were all undergoing different types of ( ted riod time by 
treatment, such as electric shock, insulin, itrist n | 1, we have these 
and lobotomy. At certain stated times, each paired ratit f patient R. W., who was 


patient was interviewed jointly by a pait 
of psychiatrists but rated independently 


Throughout the progress of rating of eacl ms of tension 

patient neither one of the psychiatrists knew nsi t us ideas, 
f { ry led te 

what the rating of the other one was nor did‘ ae 5 led t 


they refer to their own last rating of the pa es Per ee 
tient. At the end of the rating they would  metrazol treatment ved <1 remission, and 


} 
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was discharged in July, 1943. In March, 1 
was readmitted with symptoms much like thos 
the first admission but to which were added mar! 
obsessive doubt and an inability to come to 
sions. This time he was treated with insulir 
improved fairly rapidly, but before it was possil 
to release him he suffered a relapse. In Deceml 
1946, a lobotomy was performed, and at the pr 
time he shows great improvement and is | 
considered for a visit to his home. The ratir 
were started about 4 weeks before the perfor: 

of the lobotomy when the symptoms of his pres 
attack were at a high level of severity. Th 
ings were done by 2 psychiatrists simultane 
but independently. The crosses represent it 
ratings by Dr. W. M. and the dots ratings by 
S. L. S. Nine separate ratings were carried « 
and the lobotomy was performed after the third 
these. Some time after that he began to 1 

as can be seen in Fig. 4. There is, of course, s 
divergence between the 2 sets of ratings, tl 
being more marked at the time when the pat 
was at his worst, and they seem to be approac! 
each other more closely as he improves. Th« 
eral trend, however, is very definitely the sai 
and it can be seen that either one of these 2 
ings would give an adequate idea of the cha 
in the clinical picture as it was produced by 
treatment. 


da 


Fig. 5 shows another set of paired rating 
in which 7 separate ratings were undertak« 
by the 2 psychiatrists. 

This was the case of A. J. C., a 28-year 
white male, who was admitted on January 19, 194 
with tension, agitation, autistic thinking, dist 
bances in associations, and auditory hallucinat 
During the period between February 5 and Ma 
Io this patient received 13 electroshock convulsi 
with very good results. At present, there is s 
some affective blunting and vagueness of ass 
tions, but his adjustment is good and an early vis 
out of the hospital is being arranged. The corr 
lations between the 2 sets of ratings again sl 
occasionally some divergence, but the trend is 
same and the general results in this case are 1 
like those in the preceding figure. 


Finally, in Fig. 6, we have presented 
similar set of paired ratings in a patient suf 
fering from manic-depressive psychosis, dé 
pressive type. 


This patient, H. B., a 58-year-old white male was 
admitted January 4, 1947, with depression, retard 
tion, delusions of reference and persecution, 
feelings of guilt. There is a history of simila 
episodes in previous years and other episodes 


distinctly manic behavior. This patient received a 


course of g electroshock convulsions during tl 
period from February 5 to February 26 with ex 
lent results. At the present time he is out of tl 
hospital on visit. The correlation here betwe« 
the ratings of the 2 psychiatrists is so good 
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of “weighing” of the different symptoms as 
regards their importance. Thus, it is obvious 
that in patients suffering from schizophrenia 
certain symptoms are much more important 
in the evaluation of the maladjustment than 
others. It may be that in the future and 
after experience with a greater number of 
patients we shall find that such a differentia- 
tion and appropriate weighing will become 
possible. This difficulty, however, is not 
quite as important as it may seem. After all, 
we are not using this scale as an absolute 
measurement of the patient’s inability to 
adjust. Furthermore, we are not comparing 
one patient with another on the basis of this 
scale but are comparing one patient’s symp- 
toms with his own at some other stage of 
his disease and comparing all of them with 
what we consider to have been his own pre- 
psychotic personality. In that case, it does 
not matter whether the patient has devia- 
tions in one function or in all of them. It is 
important to decide how much of that de- 
viation there is and how it is affected during 
the course of his illness and the treatment 
of it. 

Another difficulty that is closely related to 
the one mentioned above is presented in 
the fact that, in such complex functions as 
are those that we are recording, it is not pos- 
sible to determine the exact numerical value 
to be attached to single deviations in each 
one of these functions or in the comparison 
of such deviations in 2 different functions. 
For instance, in the case of responsivity, 2 
points are allotted for stubbornness and 2 for 
resistiveness. Similarly, in the case of atten- 
ion, 2 points are allotted to preoccupation 
and 2 to disparities. Obviously, we have 
no way of measuring or weighing the exact 
difference between stubbornness and resis- 
tiveness nor do we have any way of defi- 
nitely determining the exact relationship 
between stubbornness and resistiveness on 
the one hand, preoccupation and dispari- 
ties on the other. So far as we can see at 
this time, no way is available for such exact 
determination. We do know, however, that 
the person who is merely preoccupied but 
can be made to pay attention by persistence 
on the part of the examiner is definitely less 


seriously sick than the schizophrenic who 
shows gaps and disparities in his attention. 
Furthermore, in regard to a number of these 
functions, we can actually see how the pa- 
tient, when he begins to improve and come 
back to his own normal functioning, suc- 
cessively passes through the various steps 
in his pathological symptoms. 

It must also be mentioned that this rating 
scale was intended primarily for use in work- 
ing with the type of clinical syndromes that 
are found in state hospitals. It does not lend 
itself as well for use, for instance, with pa- 
tients suffering from psychosomatic dis- 
orders, psychoneuroses, or some of the be- 
havior disturbances. Other rating scales util- 
izing different functions and their deviations 
will have to be devised for such problems. 
We wish also to stress the point that this 
rating scale has never been intended to dis- 
place the elaborate descriptive clinical notes 
which we are still using in working with our 
patients. At no time would we consider a 
rating scale to be adequate for the presenta- 
tion of the patient’s condition in such a way 
that it would give an adequate picture of the 
individual functioning as a whole. These 
notes, however, as we have pointed out in 
our first paper, do not lend themselves for 
use in quantitative recording that can be cor- 
related with similar recordings of physiolog- 
ical and biochemical findings. For such cor- 
relation, a rating scale like the one we 
present or some other that may be more ade- 
quate but would work along the same princi- 
ples is practically indispensable. Finally, we 
recognize that our descriptive terms may be 
subject to criticism on semantic or other 
grounds. We wish to emphasize that they 
are merely aids to locating the point which 
determines our estimate of the quantity and 
direction of the pathology. 
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Prevention is always the best tl 


Levees to hold back the flood waters; t 


lights and road markings to reduce thi 
ber of accidents; a U. N. to outlaw 
vaccination against smallpox ; pasteuri 
of milk; they all pay high dividends 
saving of money, time, energy and su 
Such savings are greatest wheney 
wherever it is possible not only to 
against but to eliminate the very sou 
the ills. Nowhere else is the need f 
prevention more urgent than in thi 
psychiatric disorders; and nowhere « 
the rewards more gratifying. 

Today over 4 million United State 
zens are confined to mental institutio1 
it is estimated that over Io million 
the total population) persons now livi1 
sometime in their lives need hospital 
in a mental institution. More than 
million men were—because of psy« 
and allied disorders—rejected by the 
From 4 to } of all patients seeking 
aid have some psychoneurotic ailment. 
than 16,000 * persons committed suicid 
year. Even the law courts confirm th« 
for preventive psychiatry. In 1942, 157 
were in prison. In the same year 5, 
sons were charged with murder. I: 
there were 4} million divorces as over : 
1? million marriages. 

There are abundant facts to attest 
preventive psychiatry can be institut 
problem, as always, is one of tech 
Even in the psychoses, wherein our 
edge of etiology and treatment is 
much can and is being done on the pr 
lactic level. Dissemination of inforn 
and the organization of clinics in th 


paign against alcoholism and venereal di 


are steadily reducing the number 


1 Read at the 102nd annual meeting 
American Psychiatric Association, 
May 27-30, 1946. 

2 Vital statistics, U. S. Dept. of Com1 

3 Chicago Daily News Almanac, 194( 
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determined by 
which it is a part. 


and the larger society of 

The welfare of the individual man and of 
society is inseparable. In a society where the 
economic level is such as to deprive man of 
food and shelter or even to curtail his oppor- 
tunities for education and relaxation, true 
health cannot exist. In a society) 
where social pressures operate to segregate 


mental 


into “superior” and privileged groups as over 
against ‘inferior’ and degraded groups, true 
mental health cannot exist—within either 
In a society infected with injustice, 
discrimination, and intolerance—with all 
their attendant fears and hatreds—true men- 
tal health The catalogue of 
social ills is long, and each is the breeding 
ground for yet more ills. In our democratic 
concept, the individual man will always be 
the ultimate value; but we realize that his 
health and happiness, his well-being can best 
be secured and maintained only in a society 
ch has the same 


guarantees. 


group. 


cannot exist. 


security, the same 


Our job is not to etch a gloomy picture of 
what is or to paint a fair landscape of what 
might be; but to chart a course to our goal 
and to set sail thereon. 

The principles of preventive psychiatry 
may be difficult to execute, but their formu- 
lation can be simply stated. It is necessary: 
(1) so to educate the parents in the under- 
standing and guidance of their children, and 
so to educate the children in techniques of 
self-development as to secure a sound base 
of objective thinking and stable emotions. 
It is necessary: (2) to seek the removal of 
unhealthy economic and social pressures; 
and (3) it is important to establish adequate 
facilities for the early treatment of personal 
and social abnormalities, and to educate the 
people in their recognition and cure. And 
the ultimate goal of these procedures is not 
only to prevent disease but also to cultivate 
positive mental health. 

Practical 
steps can be taken. The many valuable ef- 


These ideals can be actualized. 
forts already being made in this direction can 
be given wider reach and greater scope. And 
the method, I believe, lies in more adequate 
Organization and in heartier cooperation. 
Our military experience has taught us much 


about the practicality of these preventive 
measures. 

The psychiatric problem in the Army was 
severe. More than 50% of the medical dis- 
charges were for psychiatric reasons and 
many men were rendered ineffective because 
of such symptoms. To combat this situation 
prophylactic measures were instituted. Psy- 
chiatrists were assigned not only to hospitals 
but to training camps and to army divisions. 
Their duties were to treat men at the earliest 
possible moment and even more important 
to develop preventive measures. As a result 
of their activities there was a definite drop in 
the number of psychiatric casualties. They 
initiated educational programs to all soldiers 
on first admission to the service. Realistic 
and practical information on the symptoms 
of maladjustment, on the techniques of ad- 
justment, on fear and its management was 
presented. Lectures were given to officers 
on the role of emotions in the actions of men, 
on the factors which motivate behavior. In- 
quiry was made into the causes of neurotic 
and abnormal behavior ; * and in the event of 
inefficiencies and of unhealthy situations, the 
psychiatrist was directed to inform the com- 
manding officer about them. The mental 
hygiene efforts strove not only to decrease 
the number of psychoneurotic men, but to 
create a milieu that would enhance morale 
and the well-being of normal men. 

Where the military organization was at- 
tuned to these needs and desirous of imple- 
menting them, gratifying results were ob- 
tained. In a cooperative organization, it was 
possible to deal directly and expeditiously 
with the disturbing environmental pressure 
and to find time and opportunity to cultivate 
the attitudes of the officers and men. When, 
however, apathy, disinterest or antagonism 
supervened, the organization did not func- 
tion in these preventive measures and the 
best efforts of the psychiatrist were to no 
avail. Organization and cooperation were 
the sine qua non of success. 

Differing as civilian life does from mili- 
tary organization, the same principles are 
still applicable. To reduce and ameliorate 

*Kraines, S. H. The Adviser-System—Prophy- 
lactic Psychiatry on a Mass Scale. Mental Hygiene, 
27: 592, October 1943. 
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neurotic behavior it is necessary to inculcat f these departments should be staffed by the 
mentally healthy attitudes, and to correct u1 best minds a\ le in the community and 
healthy economic, social, and other pres uld incl trists, psychologists, 
sures. And to achieve these ends, in civiliat ial workers, « tors and other related 
life as in the military experiment, an a trained personnel. 7 nction of these di- 
quate organization is essential. Our societ ions should i 1) cooperation 
today could not function adequately without with the department of education in formu- 
the proper organization of our police for ting the mental | pect of education 
our postal services, our public health depart f all children and ling special men- 
ment. The public health measures are part tal hygiene servic r those children in 
ularly akin to the needs of preventive | need; (b) to stimulate and implement pro- 
chiatry. In the city, the state and on a rams of adult edt n mental hygiene; 
federal level, the department of public hea nd ) to orgar ind other means 
is able to institute those procedures \ f dealing wit behavior problems, 
are essential prerequisites to our way marital probl itional adjustment, 
living, and which could not be undertaken | labor-management tions, and anti-social 
purely individual actions. And only throu; avior as seen i rt 
similar organization can prophylactic | To be essful lepartments need to 
chiatry function effectively. be adequately st must have sufficient 
Many agencies today are active in 1 funds, and should be energetically directed. 
field. The mental hygiene committ: Should these criteria be lacking little will ac- 
throughout the country are doing superior tually be achieve: e the goal of these 
work in awakening the people to the needs « lepartments is to i te mental hygiene in 
mental health. Child welfare services and the community, t nnel in charge must 
organizations are continuously active in themselves be not well trained in theory, 
seminating the latest concepts on the physical but also have ment healthy attitudes, as 
and mental welfare of our youth. Socia ell as qualitic f integrity and energy 
hygiene associations engage in many a p] 
ties including the writing of articles in po] On the Federal level. there is now before 
lar magazines toward the end of improvit Congress a bill I nd H.R. 2550) en- 
the social and mental health of the cor titled the “National Neuropsychiatric Insti- 
munity. The Springfield plan has sh tute Act.” This Act passed would provide 
how it is possible to integrate the activiti« for the study and treatment of psychiatric 
the school and the community in a techn yndition nd the collection of information 
to foster healthier social attitudes. Ea: n the causes and prevention of neuropsy- 
these splendid groups working with e1 iatric disordet institute could serve 
and direction is of necessity concerned wi n a national level at which the whole field of 
particular problems and is limited in t preventive psychiatry could be formulated 
number of persons it can reach and set | clarified. This institute could in collab- 
Often they meet with active opposition, n ration with the United States Office of Edu- 
often with ignorance, apathy and indiffer- cation formulate programs of mental hygiene 
ence. The persons involved are too mat education both for Idren and for adults. 
and the social problems too complex for a1 he 1 ite can « lish close liaison re- 
single agency to be more than partial in it lationship with the city and state depart- 
effectiveness. ments of mental health and with the volun- 
It is for this reason that there is ne we t mental hygi rs and through 
a governmental organization to implement ‘€S¢ Media distribute and collect relative in- 
and extend the activities of these grou; sarireraaiet nstitute can do much 
There is need for well financed, permanentl} — ee the tenets of mental 


staffed organizations on the same three | 
as that of the public health departments, 
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It is the responsibility of this association 
to be vitally interested and constructively 
active in this field of preventive psychiatry. 
Representing, as it does, the psychiatric 
thought of America, this society can do much 
to pioneer in this field. Towards this end, 
it is suggested that The American Psychiat- 
ric Association set up a committee in pre- 
ventive psychiatry; that this committee be 
charged with investigating the entire prob- 
lem of prevention ; that it outline as its initial 
specific task the best known methods of edu- 
cation of children in the principles of mental 
health; that it proceed by determining the 
educational activities of existing organiza- 
tions; that it secure suggestions on tech- 
nfques and principles from leading educators, 
psychologists, sociologists, psychiatrists and 
others of special knowledge; that it prepare 
an overall program on mental hygiene educa- 
tion of children; that after approval by the 
executive committee, it make public its rec- 
ommendations, and disseminate its concepts 


in a manner it deems most effective. It is 


further suggested that the work of this com- 
mittee be continuous and that at regular in- 
tervals its recommendations be revised in 
accordance with newer knowledge and ex- 
perience. 

Under such a procedure it will be possible 
greatly to improve the mental health of this 
nation. Our democracy has reached that 
stage of development wherein the mental at- 
titudes essential for community living can 
no longer be left to chance or sporadic effort. 
Under no condition should there be regimen- 
tation of thought or standardization of emo- 
tions, yet under existing circumstances, the 
opposite extreme of almost anarchistic lack 
of direction in the development of mental 
health is equally deplorable. Between these 
two extremes there is a definite responsibility 
of society to its members, a responsibility to 
insure the greatest maximum mental health 
for the individual in relation to himself, and 
for the individual in relation to his fellow 
men. 


THE FRUSTRATION THRESHOI 
MANDEL SHERM M. D., 


This paper is a report of an experi! 
study of the frustration level of norn 
rotic and psychotic persons. The pur] 
the study was to investigate the relativ: 
tration levels of well-adjusted, neurot: 
psychotic individuals, and the differ 
the frustration differ 
dividuals. 

The systematic psychologica 


reactions of differ 
frustration dates from the experi 
vestigation of Pavlov. In his attempt 
ditioning dogs, he discovered that s 
the animals developed what he call 
rotic behavior,” when they were 
respond discriminately to a situati 
was much too difficult for them. Hi 
work and the work of other experi 
showed that a number of conditions c1 
a frustration reaction in animals r¢ 
in a variety of behavioral abnormalit 
The conditions found to be 
productive of frustration in anima 
the following: 
1. Forcing the animal to persist 11 
criminative act beyond its usual cap 
2. Removal of reward so that the 
vated act remains incomplete. 
3. Substitution of punishment for 
at the completion of some task, such as 
running. 
4. The continued presentation of 
tioning stimulus in the inhibition of 
reflex reactions. 
5. Forcing the animal to resp 
stimuli, the reactions to which are o1 
mutually exclusive. 
6. Delaying the reinforcement sti 
a positive conditioned response. 
7. Reinforcing a conditioned 
which previously had an inhibitory efi 
8. Rapid transition from one cot 
stimulus to conditioning with another t 
of stimulus. 
g. Forcing an animal to discriminate 
ditioned stimuli to mutually antagoni 
sponses. 
1 Read at the 102nd annual meeting of T] 
can Psychiatric Association, Chicago, | 
27-30, 1946. 
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failed, has significance for the individual. It 
is for these reasons that problems in learning 
have been most commonly used with chil- 
This type of problem also usually 
functions effectively with adults. Other 
problem-solving situations have 
also been used in studies of frustration. The 
experiments of Barker, Dembo, and Lewin 
at the University of lowa are well known, 


7 
aren. 


types of 


and the methods which were used can be re- 
In one of 
their studies they motivated children to play 
with toys and then prevented them 


peated by other experimenters. 


from 
playing with more attractive toys to which 
they had been exposed. The experimenters 
were able to study the frustration reactions 
by observing the aggressions, the haphazard 
and undirected activities, and the regressive 
behavior of these children. 

The earlier studies of frustration usually 
involved an evaluation of the emotional reac- 
tions of the subjects to relative success and 
most method em- 
ployed was to observe either how long the 
individual could persist in a situation in 
which h 


failure. The common 


e obviously failed or how much pain 
or punishment he could endure without giv- 
ing up the task either by a decrease of effort 
or by escape. We shall see later from the in- 
terpretation of this study that the mere per- 
sistence in a task is not a criterion of a de- 
gree of frustration. An individual may per- 
sist in a task although he may also be in- 
tensely frustrated. Perseverance may be the 
product of authoritative drive or because of 
fear of punishment. Indeed, some subjects 
persevere because of the very fact of frustra- 
tion rather than a feeling of success. The 
frustration acts as a motivator in the sense 
that it results in an increasing sense of fear 
of the consequences of failure. 

It is clear that animal and human frustra- 
tion are not similar. Frustration in hunian 
subjects inevitably involves a sense of fail- 
ure. The 
only a disruption of the motivated activity 
but also a painful realization of the meaning 
and consequences of the failure. In order to 
create frustration, the activity in which the 
individual fails must not only be important 


frustration reaction involves not 


irom the standpoint of the necessity of com- 
pl 


pleting it at the moment, but must also be 
important from the standpoint of his concept 


of his ability and status. Thus, an adult who 
is given a problem in chemistry may readily 
fail without any frustration effect, although 
he may be chagrined for the moment. If his 
training was not in chemistry, he quickly 
rationalizes his failure and even considers it 
as an amusing incident. It is quite other- 
wise, however, for the chemist who fails in 
a problem-solving situation involving chem- 
istry and who is frustrated mainly because 
he interprets his failure in terms of what is 
expected of him. 

The subjects on whom data are reported 
in this paper consisted of 75 children and 
10 adults. Forty of the children were con- 
sidered normal, 20 neurotic, and 15 schizo- 
phrenic. Of the adults 10 were mild schizo- 
phrenics, 
and the 
children 


12 had been diagnosed neurotics, 
remainder normal. The neurotic 
were so diagnosed clinically by 
psychiatrists but were not being given psy- 
chotherapy. Some of the schizophrenic chil- 
dren had been treated psychiatrically. They 
presented the typical symptoms of confusion, 
unpredictable behavior, emotional rigidity, 
and in some cases compulsive and manner- 
ismic behavior. Of the adult neurotics 7 
had somatic complaints as well as anxiety, 
and 5 were anxiety neurotics without spe- 
cific somatic complaints. 

The most important problem to be solved 
in order to continue the experiment was the 
choice of the problem upon which the sub- 
jects could be made to fail. A good deal of 
preliminary work showed that many prob- 
lems, such as opening a puzzle box which 
constructed that it could not be 
opened, did not universally produce a sense 
of failure. The subjects quickly ration- 
alized their inability to work on puzzles. A 


Was SO 


mental problem requiring knowledge was 
also ineffective. Except for the young chil- 
dren, most of the subjects were not dis- 
turbed by their lack of knowledge and 
claimed that the information that was asked 
of them was too specialized. Finally, two 
types of problems were selected: (1) the 
recall of digits, and (2) the tracing of a 
maze blindfolded after it had been learned 
visually. The recall of the digits was of 
universal interest. The children considered 
the task similar to the many school tasks in 
which success was important. The adults 
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considered the recall of digits a prob! 
mental agility and thus were strong! 
vated. The subjects were given a | 
period of repeating sequences of 2 
digits. After thy had learned what 
and appeared as if they were motivat 
succeed, increasingly longer series of 
were given them so that finally ey 


failed. Their failures were brought to tl 


attention immediately with the stat 
that the examiner was very much 
at their inability to perform sucl 
task. When the experiment was car 
with the adult subjects, a number of g1 
students were always present. The p1 
of the students was considered a rei 
ing factor in the arousal of frustration 
The maze tracing with a stylus was 
found adequate in motivating and it 
trating the subjects. After they had k 


the maze which was of a simple type, t! 


were blindfolded and instructed to 
the maze without error. After the su 
were blindfolded, the maze was so cha 
however, that complete success was 
sible. When the subjects hesitated o1 
they could not go on, reinforcing state: 
were made, such as, “try again, I an 
prised that you are unable to do this 
because even a fourth grade child can d 
quickly.” 

The reactions to frustration wer« 


ured by (1) identification of the level 


difficulty at which the subjects began t 
uncertain and to substitute haphazard a 
for the integrated and oriented activity 
previously showed ; (2) changes in the 
ments of the body, facial movements 
the movements of the arms and leg 
(3) changes in the psychophysiologica! 
tions—brain wave activity, pulse, blood 
sure, respiration, hand tremors, and s| 
sistance. 

An evaluation of the 3 measures of 
tration showed clearly that the psy 
physiological reactions portrayed 
and quantitatively defined the level 
intensity of the frustration. They als 
lated with introspective reports of the t 
the course of the experiment at whic! 
tration began. The subjects frequent! 
not feel frustrated even though their 1 
ments became less orderly and their act 


ition 1 the adults, 
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in the movements or in the physiological re- 
actions. Three of the schizophrenic children 
and 2 of the schizophrenic adults refused 
to go on following a failure, but they showed 
insignificant physiological changes at these 
times. 

5. The variability of the physiological 
reactions correlated with the clinical in- 
terpretation of the severity of the schizo- 
phrenic condition. Those who were consid- 
ered the most schizophrenics in 
terms of the degree of dissociation and the 
prognosis showed the least variability and 
the highest threshold level frustration. 


serious 


of 


neurotic and psychotic individuals, and indi- 
cate the level at which frustration results in 
physiological change. 


SUMMARY 


The experiment to determine the threshold 
of frustration was conducted with normal, 
neurotic and psychotic subjects. It was dif- 
ficult to present a problem which was equally 
motivating, and which would always result 
in frustration at the point of failure. Pre- 
liminary experimentation showed that a 
learning situation in which each subject was 
psychologically prepared to consider suc- 


TABLE I* 


CoMPARISON OF NorMAL, PsycHoric, AND NEUROTIC SUBJECTS 


Normal Psychotic Neurotic 
Per- Per- Per- 
Measure Mean centile Mean centile Mean centile 
1. EEG: Dominant alpha wave frequency.... 9.6 50 10.3 18 8.9 83 
2. EEG: Percent change of intensity five sec- 
onds before to five seconds after stimula- 
tion. Average of total responses.......... + 2.6 50 + 6.3 39 —16.6 go 
3. EEG: Percent change of intensity from five 
seconds before stimulation to period of re- 
sponse. Average of total responses....... 15.0 50 15.6 50 34.4 77 
4. EEG: Standard deviation of dominant alpha 
wave frequency from second to second.... 63 50 53 32 1.14 98 
5. Log conductance change of galvanic skin re- 
sistance from beginning to end of experi- 
6. Respiration: Number of respiratory move- 
7. Respiration: Standard deviation of number 
of respiratory movements from minute to 
* Adapted in part from Mandel Sherman and Hudson Jost, Quantification of psychophysiological measures, 
Ps) c Medicine, Vol. VII, No. 4, July, 1945. 


There were some exceptions to this general 
trend. In two cases the threshold was as low 
as in the average normal, but in no case was 
it as low as in the average neurotic subject. 

Table I shows the comparison of normal, 
psychotic and neurotic subjects on some of 
the physiological reactions. 

The various measurements were trans- 
muted into standard scores in order that a 
more adequate comparison could be made 
the the various sub- 
jects than could be made by the use of the 
The dif- 
ferences between the different types of sub- 
jects can be clearly seen in item 4, for ex- 
ample. The differences are fairly reliable 
indices of the relative stability of the normal, 


between reactions of 


raw scores of the measurements. 


cess imperative was the best method of cre- 
ating frustration. 

It was much easier to create frustration 
in the children than in the adults, and the 
reactions of the children were much more 
consistent. The difficulty of frustrating 
adults was probably due to two factors, the 
rationalization of their failures and the in- 
ability to motivate them in the task pre- 
sented. Most of the children were easily 
motivated in a learning situation, obviously 
because they were accustomed to respond to 
learning situations in school. The adults, 
however, evaded the frustration crises be- 
cause they tended to create many reasons 
why they could not complete the tasks suc- 
cessfully. 
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The threshold of frustration was m 


sured in terms of the rapidity with 
frustration could be induced and the 
culty of the task which produced it. T! 
teria of frustration were: 

1. Disruption of the integrated 
planned activity. 


2. Haphazard activity involving the ha 


arms and body. 
3. Significant changes of the physiolo 
reactions, such as the rhythm and amp: 


of the brain waves, skin resistance, res] 


tion, blood pressure and pulse. 

The most consistent physiological 
tions which correlated with frustration 
skin resistance as measured by the 
polygraph, and respiration. Changes 
brain waves were not as significant 
other measures, although there was a1 
and consistent difference between the s 
phrenic and the normal. The electroet 
alographic tracings in the schizophreni 
viduals were unusually stable, with 
changes in rhythm or amplitude as 
trasted with the many variations it 
normal and neurotic individuals. 
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TRIDIONE THERAPY * 


SpeciaL Aspects oF Its CiinicaL User 


MEYER A. PERLSTEIN, M.D., Cuicaco, 


It is 16 months since we delivered the first 
public account of the clinical investigation of 
tridione, then a “new experimental drug” 
(1). Since that time, this particularly use- 
ful therapeutic agent, first pharmacologically 
investigated by Richards and Everett(2), 
has been the subject of widespread applica- 


ly(3-10). A more complete 


of various neurologic disorders treated with 
tridione by us. Patients were observed for 
periods varying from 5 weeks to 2 years; 
those who failed to return for regular visits 
were excluded from our tabulations. Studies 
were done in the Children’s Neurology 
Clinic of Cook County Hospital, Chicago, 
Illinois, the Cerebral Palsy Center of St. 


TABLE 1 


No. of 
D sis cases 
DUCDSY 75 
Organic .... ‘ 29 
Grand mal 
Petit mal 
Idiopathic 46 
Gr 1 
Petit 1 
Psychor 1 
nus 
30 
Spastics 12 
4 
S 2I 
cis 3 
‘ 
é § I 


account of our own previous observations on 
75 cases will appear in an early issue of the 
Journal of Pediatrics(11). 

In this paper we shall present an up-to- 
date summarization of our observations, 
with special emphasis on usage of the drug 
in children, including a group afflicted with 
cerebral palsy. The report reviews 136 cases 

Read at the 102d annual meeting of The Ameri- 

n Psychiatric Association, Section on Convulsive 
Disorders, Chicago, Illinois, May 27-30, 1946. 

From the Children’s Neurology Clinic of Cook 
County Hospital, Chicago, and St. John’s Home 
a Hospital for Crippled Children, Springfield, 

11nois 


DIONE ACCORDING TO DIAGNOSIS 
Benefit 
Marked Slight None 
{ 5 20 
17 2 I2 
12 2 2] 
34 5 7 
10 5 I 4 
30 23 4 3 
5 I 
2 I 2 
2 I 9 
I2 4 5 
3 
Oo I 4 
oO 4 
I 
6 3 2 


John’s Home and Hospital for Crippled 
Children, Springfield, Illinois, and in pri- 
vate practice in Chicago. 

Of the 136 cases observed, 65, or roughly 
half, were between the ages of 5 and Io. 
There were 20 under 5 years of age and 24 
between 10 and 15 years. In the group 15 to 
20 there were 12, and in those over 20, I5. 
The youngest patient was I year of age, an 
epileptic; the oldest, 68 years, a victim of 
tetanus. 

Seventy-five, more than half the cases ob- 
served, were epileptics (Table 1). Of these, 
29 were due to organic brain disea 
manifesting grand mal seizures and 12, petit 
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mal. The remaining 46 were of the 
pathic variety: 10 exhibited grand n 
tacks, 30, petit mal, and 6, psychon 
seizures. 

The rest of the group includes 5 cas¢ 


tetanus, 3 adults and 2 children; 36 cet 


bral palsies, including 12 spastics, 21 
toids, and 3 with dystonia musculo! 
cases of chorea; 4 of parkinsonism ; 
congenital tremors; and 10 behavior 

bances. 

Tridione was administered in cap 
an elixir, in doses varying from 
twice a day to 10 grains 5 times 
Usually, 5 grains 3 times a day was 
to be optimal in children over 6 y 
age. The dose was reduced with 
pearance of drowsiness or other tonic } 
festations and, if no therapeutic 
could be observed with levels bel 
point of drowsiness, the drug was rej 
as ineffective for that particular case. 

A special word might be said al 
technique of administration of the dri 
tetanus patients. Here the drug was 
livered by continuous intravenous drij 
saline solution of such concentrati: 
provide 0.5 to 1 gm. of tridione per 
The solution was made from 20 c.c. an 
containing 10 gm. of tridione in 60% 
hol. Intermittent intramuscular or 
venous administration produced s 
that was too transient and hence was 


RESULTS 


In judging the effect of tridione 
cases, we attempted to correlate the rey 
of patients, and their nurses or attend 
with our own observations, and we 
benefit as “marked” when improy 
seemed dramatic and unquestionably r 
to use of the drug; “slight,” when imp: 
ment was objectively evident, but not 
matic ; and “none,” when symptoms r 
as before or grew worse. Results are 
ther segregated according to diagnosti 
gory (see Table 1). 

Of 30 cases of idiopathic petit 
showed “marked” benefit, four, “sli 
and three, “‘none.”’ Half of 10 cases of g 
mal were markedly benefited, 1 slightly 
4, not at all. Five cases of psychomotor 
zures were markedly improved, the 


[ Oct. 


fit corrobo- 
long(6).) 


ders only 


t, and 2 
ent in 
clear-cut 
es of 
slightly, 
to al 

( Cf 
but 


pontaneous 


might 


controlling 
particularly 
No drug 


caused seli- 


ears actually 


Service, Cook 


|| 
| 
Likewise 
| | ] 
cases Ol ] 
the spastic ‘ 
marked 
re were 
‘ were 
( turbances } 
ere elped. 
ro 
that 
t with 
| 
Op 
n, as well 
epilepsy due 
+ 
at 
thic variety; 
1 ‘ 
epen able 
tal in con- t1 
recognize t 
| 
‘ { ‘ 


| Oct. 


orrobo- 
(0). ) 
rs only 
1 mark- 
ikewise 

ol 17 
ht, and 


ases of 
spastic 
marked 
re were 
we»re 
, not at 
3 cases 
rbances 
t, and 2 
dent in 
lear-cut 
ases of 
slightly, 
1 to al- 


evalua- 
iy drug 
ht with 
taneous 
might 
It is 
be ob- 
clusions 
as well 


psy due 
ear that 
itrolling 
‘ttcularly 
drug 
sed sei- 
variety ; 
in con- 
‘cognize 
actually 


ce, Cook 


1947 


MEYER A. PERLSTEIN 249 


to increase the severity of grand mal sei- 
zures, and yet, paradoxically, it remains 
an adjuvant to the control of others.) 

To appreciate the remarkable benefits ob- 
tained from the use of tridione in idiopathic 
petit mal, it should be emphasized that none 
of these patients had responded to any pre- 
vious medication, which included pheno- 
barbital, dilantin, mebaral, bromides, am- 
monium chloride, and beta-glutamic acid. 
Furthermore, in 4 cases in whom dilantin or 
phenobarbital controlled the grand mal sei- 
ures but precipitated petit mal spells, the 
latter were controlled, in 3, by the addition 
of tridione to previous medication. Note 
too that half the cases of idiopathic grand 
mal epilepsy were “markedly” benefited 
when tridione was used as an adjuvant. 
This is hardly sufficient to recommend it as 
a primary anticonvulsant but again encour- 


ages its use as an adjuvant or synergist (par- 


icularly, we have found, with phenobar- 
bital). This 


itly by Buchanan(7). 


opinion was corroborated 

\ word should be said about combined 
petit and grand mal attacks. It is our im- 
pression that tridione, either alone or with 
phenobarbital, proved superior to its combi- 
lation with dilantin. Further, dilantin and 


tridione appeared at times to be antagonistic, 
particularly in the control of petit mal 


We observed that tridione, unlike pheno- 
barbital and dilantin, could be abruptly ter- 
minated without precipitating 
“status epilepticus.’”” Such recurrences as 


danger of 
did follow termination appeared no more 
severe than symptoms prevalent prior to 

Further, after control of the 
attacks, termination of medication often re- 


medication. 


sulted in no recurrence. 

It is particularly difficult to evaluate the 
beneficial results obtained in behavior dis- 
turbances, even though they were not sus- 
Certainly 
nothing similar was ever seen in the use of 


barbiturates or bromides. It may be that 


tridione affords a particularly selective, seda- 


tained beyond a few months. 


tory effect on the brain areas involved in 
(“organic”) behavior disturbances. 

To appreciate the observations made in 
cerebral palsy a brief descriptive digression 


> 


is indicated. Cerebral palsy is classified 
(as suggested by Phelps(12) ) into “‘spastics,” 
those with pyramidal tract lesions, and 
“athetoids,” “rigidities,” ‘“‘ataxics,” and 
“dystonias,” those with basal nuclear or ex- 
trapyramidal lesions. In the former, upper 
motor neuron signs are present, @.g., in- 
creased deep reflexes, ankle clonus, Babinski, 
and absent superficial reflexes. Moreover, 
there is seen the “stretch” reflex, 1.e., reflex 
contraction of a muscle on stretching. The 
athetoids have normal deep and superficial 
reflexes. They are characterized by continu- 
ous, involuntary motions and grimacings. 
Tension in the spastics is involuntary and due 
to stretch reflexes initiated by attempt at vol- 
untary motion. Tension of the athetoid is 
voluntary, the result of conscious attempt to 
control involuntary athetoid motion. In the 
dystonia musculorum and rigidities, tension 
or spasm is due to basal nuclear involvement 
but differs from that of the athetoid. 

The relief of rigidity, spasticity, and ten- 
sion is often paramount as a preliminary to 
the training and education of these children. 
Heat, sedation, music, voluntary relaxation, 
and the common sedatives have been em- 
ployed for this purpose, all with equivocal 
results. Though curare releases tension, its 
effect is transient and it may prove toxic 
with prolonged usage(13). Voluntary re- 
laxation is the ultimate goal of training, but 
artificial means are employed to assist in 
training. 

The results obtained by the use of tridione 
in cerebral palsies, detailed earlier, indicate 
that it is effective in relieving the voluntary 
tension of athetoids, but of little value for 
release of the involuntary spasm of spastics 
or dystonics. 

The two failures in tetanus were in alco- 
holic adults, and it was felt that the alco- 
holism may have engendered resistance to 
tridione as it often does to the barbiturates. 
From the fact that alcohol relaxes athetoids 
to the same degree as does tridione, one 
might suspect that the 2 drugs had a similar 
action, and that tolerance to 1 drug might be 
associated with tolerance to the other. 

A word should be said about electroen- 
cephalographic observations, “before and 
after’ examples of which are included in 


Dut 
elped, 


250 


Fig. 1A, 1B, 2A, 2B, 3A, and 3B. It re 
is evident that improvement in c 
festations is corroborated by “impr 
in the EEG pattern. Thus, trid 

trast to phenobarbital and dilantin 
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its clinical benefit in the EEG. 
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Fic. 1, A——(Case 1.) Before tridione: 
petit mal per week. The electroencep! 


Ann 


with a focus of fast activity in the left 


occipital region. 


Fic. 1, B—(Case 1.) On tridione 


occurred in this period. The electroenc: 


The asymmetry is still present but the 
is moderately slow. 


On tridione for 114 days: No gr: 
period. The electroencephalogram sh 


slow and asymmetry is still present. 


A correlation of the observations ma 
dicates that tridione is more effective i 
pathic epilepsy than in the orga 
more in athetoid cerebral palsies than 
spastic (1.e., pyramidal tract lesion) vat 


8 Electroencephalograms were interpreted | 


Frederick A. and Erna Gibbs. 
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tem between the cortex and lower centers. It 
follows that, since the drug’s principal value 
is in petit mal, this disorder might arise be- 
low the cortex, perhaps in the midbrain as 
suggested by Penfield and Erickson(14). 
(The changes in EEG pattern in petit mal 
must then be attributed to cortical altera- 
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Fic. 2, A.—(Case 2.) Before tridione: 
1 
life, but 100 or more petit mal per day. 


ind-Spike discharges of: the petit mal type. 


2, B—(Case 2.) On tridione for 11 days and 37 days: 
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tient with congenital tremors were “mark- 
edly” benefited. 


TOXICITY 


Relatively few side-effects from the use 


of tridione were noted in our cases, some 
patients receiving as much as 50 grains a 
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Patient has had only 2 grand mal attacks in her entire 
The electroencephalogram shows frequent 3-per-second wave- 
The background activity is slightly fast. 


No grand mal, no petit mal. The 


encephalogram shows no spontaneous seizure discharges, and none could be elicited with hyper- 
The background activity is still moderately fast. 


tions secondary to primary subcortical dis- 
turbances.) Thus, having limited tentatively 
he effect of 
centers, we can suggest further, on t 
of the observation herein reported, that this 
benefit is even further selective, for of 9 pa- 


tridione to the subcortical 


he basis 


tients with chorea and parkinsonism, only 1 
was as much as “slightly” benefited and 3 
actually appeared to have become worse on 
the drug. Yet, 12 of 21 athetoids and 1 pa- 


day without untoward reaction. (A tetanus 
patient was given 24 grams a day without 
toxic effect.) A 12-year-old boy with petit 
mal, not controlled by the drug, developed a 
transient amblyopia, but, even with the in- 
clusion of minimal complaints, the incidence 
of toxic reactions in our series was less than 
10% for the entire group. That this low in- 
cidence is largely a reflection of the pre- 
ponderance of children in our series is in- 
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in a subselection of adults. 
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Fic. 3, A—(Case 3.) 
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of clinical petit mal, but approximately 


encephalogram shows seizure discharges 


ground activity is exceedingly slow. 


Fic. 3, B.—(Case 3.) 
no epileptic equivalents (psychomotor sei 


On tridione 


seizure discharges are present, but mod 


of morbilliform and 


Since presentation of the paper there 
reports (J.A.M.A. 132: 11, 13, and 44 


fixed eruptiot 
In several instances we observed leu 
with WBC’s as low as 3,000. All toxic 1 
festations observed in our cases disaj 
rapidly on discontinuance of the dri 
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or granulocytonpenias.* 
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ry center, TABLE 2 
or [THERAPEUTIC EFFICACY OF TRIDIONE ACCORDING TO SITE OF PATHOLOGY 
Benefit 
: No. of 
observa- Diagnosis cases Marked Slight None 
Pyramidal system lesions 
idione on 
Organic brain disease with convulsions......... 17 2 3 I2 
trapyramidal system lesions 
WIA Effective 
Idiopathic epilepsy, grand and petit mal.... 46 34 5 7 
N oneffective 
Aw 80 47 10 23 


and sustained often after 
essation of the drug. 


EG pattern, were generally innocuous, and seemed read- 


ily reversible with cessation of the drug. 
More severe reactions were seen in adults. 


3. Tridione appears to be useful as an 


adjuvant drug in the treatment of grand 
mal seizures, though it does seem to aggra- 


ite Some CaSes. 
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BRIEF PSYCHOTHERAPY WITH ENURETICS IN THE ARMY 


CAPT. GEORGE KRIEGMAN, M.C., ar ST LT. HARLAN B. WRIGHT, M. A.C. 
Consultation Service, O.M. 


In recent studies of adult enuresis 


i once every 
writers regard it as a form or a symptom of week until 1 iS Ci | or it was felt 
neurosis. Gerard(4), Levine(7), Lawre: therapy was unsu There were 22 
(6), Wadsworth(10), Goldman and Bers hite and 3 Neg The mean age 
man(5) emphasize that most enuretics a1 vas 19.6. The Ar neral Classification 
passive, retiring, self-depreciatory, sensitive est res, wl ate intelligence, 
immature, and insecure. Backus, McGill 9 : 1 mean of QI.3. 
Mansell(1), in a study of 277 cases in 1 me hundred is 1 el score for the 
British Army, found the largest g1 total The average 
(48% ) to be timid, immature, and dependent l grad 8.7, ranging 
They classified the next largest group (27 rom fourth gt t 1 year college. A 
as of average personality but found ther alitative luat t] hool adjust- 
indifferent toward their problem, despit t of t ! 1 14 poor, 8 average 
verbal protests, and showing a lack of 
ness in previous handling. The rest (al The greater 
20% ) showed varying degrees of aggré rity perfor led or unskilled 
sive feelings. Restriction of fluids, wa vork prior to enteri1 rvice. Twenty- 
régime, physical conditioning, punishm 1 the Army 
(e. g., the passing of sounds), and various less t! two had 
drugs have been used in the treatment en s lwenty-one 
enuretics. Psychotherapeutic techniques hav were in bh tra n first interviewed. 
consisted of simple reassurance, suggest \ pproximatel\ sroup came from 
hypnosis, “depth directive reductive” m rural are 
ods, and reeducation. Most writers empha I; y feuticoted 
size that the prognosis is poor, especially , wes rom 
lifelong cases, and feel that treatment of tl —e 
enuresis alone will, in general, be unsucces uy other cases 


ful. This study presents the results of 


ac heme 
use of brief psychotherapeutic measures e> 
clusively with 25 enuretics in military ser\ 
| ] ind sis 

CLINICAL MATERIAL bed 

The present study consists of a series wettll Nine 
25 cases seen during a 4 months’ period in @ 
the Consultation Service (mental hygiet tory of intermittent 
unit) of the Quartermaster Training Center, 2°¢°Welll aa number of treat- 
Camp Lee, Virginia. During this pet 
therapy was attempted with all enuretics 1 WEE Te t s considered 
ferred except where severe mental deficiency ul, ised ; 4 cases 
or psychopathic personality trends mad | impro\ ) Cases were ther- 
this impossible. In all cases a physical ¢ tailut llow-t tudy which 
amination and clearance was given by the ni Q ot 1 revealed that 
G. U. clinic of the Camp Lee Re recurrence of noc- 
Hospital prior to the referral. After 1 turnal enur: to 5 months after 


initial psychiatric work-up therapeutic inte: 
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TABLE 1 


CHARACTERISTICS OF 25 ENURETIC SOLDIERS 


Mean No. 
School grade completed......... 8.7 
Months of military service...... eg 
Frequency of enuresis, per week.. 4.6 
Type of enuresis: 
19 
6 
Lreatment 5.4 
Interval between treatment and 
follow-up (months) ........ 2.1 * 
Results: 
Successful 16 
Improved 4 
5 
29 ses 


THERAPY 


The main therapeutic consideration is that 
enuresis is an immature behavior pattern. 
The existence of this pattern is evidence that 
the patient has not experienced sufficient 
warm acceptance, firm support, and permis- 
siveness in his relationship to significant 
adults. Lack of specific bladder training is a 
contributing factor. As a result 
pendent, infantile, and 
ment, 


he is de- 
immature. Treat- 
therefore, was planned and directed 
toward helping the patient obtain indepen- 
dence and maturity. Instead of concentrat- 
ing on the acquisition of awareness and un- 
derstanding of past and present behavior, 
the therapist created a situation in which the 
patient’s emotional needs were satisfied. As 
a result the patient was stimulated to dis- 
card unsatisfactory behavior patterns, 1. ¢., 
his enuresis, and given the opportunity to 
function in an adequate adult manner. All 
artificial methods of conditioning such as 
restriction of fluids, waking the patient, etc., 
were discarded. Emotional and psychological 
conditioning was instead supplied. No at- 
tempt was made, at first, to have the patient 
become fully aware of his interpersonal rela- 
tionships ; instead, a situation was arranged 
by which he could work them out. The un- 
covering type of analytical technique was 
used only if the above approach proved 
unsuccessful and if it was felt that the pa- 
tient was capable of comprehending his inter- 
personal relationships. 


With the above theoretical considerations 
as a guide, the therapeutic plan was con- 
ceived in a definite and uniform manner so 
that almost identical explanations, interpreta- 
tions, and emotional approach were used in 
all cases. In the first interview it was ex- 
plained to the patient that no organic urolog- 
ical disorder existed. The patient’s problem 
was discussed in terms of (1) inadequate 
toilet training in infancy; (2) some emo- 
tional involvement ; and (3) an accepted ha- 
bitual reaction. Attention was focused on 
the patient’s experiences in living, and it 
was emphasized that the origin of his enu- 
resis lay in these frustrating, unfortunate 
experiences. At the same-time it was clari- 
fied that now he had the opportunity to 
understand and to modify his behavior, and 
that whether he continued to be enuretic or 
not was up to him. The therapist would help 
him. It was not a question of will-power or 
simple determination to stop, but an under- 
standing of his attitudes toward bed-wetting. 
He was helped to realize that fundamentally 
it was childish, infantile, and an indication 
of immaturity. A general discussion was 
introduced regarding the “growing up” proc- 
ess and the natural problems and conflicts of 
adolescence. The patient was encouraged to 
realize that part of his problem had been the 
attitudes of his parents, perhaps in not deal- 
ing with him firmly, perhaps in not per- 
mitting him to grow up, etc. His army ser- 
vice was described as a real opportunity for 
him to become more mature because here 
he was treated as an adult. The decreasing 
incidence of enuresis as age increases was 
described and was used to point out that 
the patient would “outgrow” it eventually. 
Therefore, it was emphasized, if the patient 
made the most of his new experiences in the 
Army and honestly faced his problem, he 
would “outgrow” his bed-wetting now in- 
stead of later. 

In succeeding interviews an accurate re- 
port of the frequency was obtained to check 
the patient’s progress. The fact that he 
alone, and not his kidneys, was responsible 
for the progress of his condition was con- 
tinuously impressed upon the patient. Until 
the enuresis began to decrease he was told 
he was failing to accept that responsibility, 
and it was emphasized that this itself was a 
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sign of immaturity. He was encourags 
really to “take a stand” against allowing hit 
self to continue an infantile habit, on 
grounds that, when he did, this attitud 
would “protect him all through the night.’ 
After two or three weekly interviews t! 
therapist began to take a firmer attitude a 
would even “scold” the patient. The the: 
apist steadily increased his displeasure st 
emphasizing the patient’s acceptability a1 
capability until the enuresis stopped. WI 
decrease in frequency began, it was n 
with praise and encouragement. The patient 
at all times was urged to develop a n 
independent way of living and was give! 
specific advice or suggestions in hand] 
various problems of army adjustment. N 
attempt was made to make the patient m 
comfortable ; in fact, the teasing he rece 
from men in the barracks and the press 
put on him by his commanding officer wet 
not interfered with. The patient was urged 
to face the reality of these reactions as { 
ther reasons why he should cease wetting 
the bed. 

Initially, there was some question al 
discharge. Most of these men were draft 
and in many ways they would have liked to 
be out of the Army. Emphasis was placed 
upon treatment rather than discharge. ge 
fact, the patient was advised that the cure 
would take place more quickly and m 
easily in the Army than at home where tl 
old influences and attitudes which 
created his problem existed. Essentially, tl 
therapist offered a new experience as 
person with a scientific, friendly, und 
standing attitude. The patient was full) 
cepted as a person, yet the specific act « 
bed-wetting was not accepted. It was gi 
a logical explanation, considered as cura 
and then increasingly held up for critic 


CasE ILLUSTRATIONS 


Case I.—This 18-year-old, white patient, referré ri t hims nd cry 
during his second week of basic training, « $e) ut al m his pe 
plained of frequent periods of weeping accompar 
by violent body tremors and diurnal and noctur! 
enuresis. History revealed intermittent bed-wett 
since early childhood with increase upon enlist 
in the Merchant Marine and in the Army. 

His father, a Lithuanian, worked his way throug] 
night school and is now a prosperous business ma thi / ter, he 
The mother is a native American; most of her lif t the | trist not F 
she has complained of being sickly. The patient | 
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him. Again it was emphasized that his attitude to 
army service could result only in injury to himself. 
\s the discussion continued the patient became more 
excited, finally blurting out that regardless of 
what the psychiatrist, all the generals, and even 
the President of the United States might say, he 
would not change his mind about getting out of the 
Army. The only thing that would help him was to 
home. At this point he was told clearly and 
firmly that, if this attitude persisted, it would lead 
ily to difficulty with Army authorities and to 
disciplinary action. He suddenly recognized the 
gravity of his statements. He became markedly 
upset. He was encouraged to see how he could 
idjust to the Army and benefit from the experience. 
e was assured he was a capable, intelligent indi- 
vidual who could do an excellent job in the Army. 
In the third hour, 1 week later, he was jovial, 
showing no anxiety or tension. He had thought 
over his discussion with the psychiatrist and said 
it was helping him to reorganize his attitude. He 
was no longer wetting the bed at night, although 
he still had to go to the latrine frequently during 
the day. He was interested in how his “mind 
iffected his body” and was given a simple explana- 
tion. He still found training difficult, and arrange- 
ments were made to ease his program. He was 
praised for his excellent efforts and urged to con- 
tinue them. The patient felt he would no longer 
have any difficulty. 
He was seen 5 months later; he now had the 
rank of corporal, was assigned to a staff section, 
nd was holding a responsible position. He was 
contented and emphatically stated he no longer had 
any difficulty. He was enjoying his Army experi- 
ence and thought the discussions had helped him to 
“straighten out.” 


Case II.—This 18-year-old, white soldier was 
referred during his fifth week of basic training. In 
the 3 preceding weeks he had wet his bed 2 or 3 
nights each week. He gave a history of intermittent 

turnal enuresis until the age of 12. He attributed 

s difficulty to weak kidneys. 
Prior to induction the patient had never been 
away from his home in Tennessee. He had a strong 
attachment to his family, especially to his mother, 
and was homesick. He expressed a fear that his 
parents were sick and needed him at home. (His 
father, a rigger of steel beams, can work only 4 
months of the year because of a heart ailment. The 
mother suffers from pains in her left side.) He is 
hird in a family of 4 boys and 1 girl, and says 
that his mother considered him her “best child.” 
He was afraid that his brothers, who were recently 
discharged from the Army, were not spending 
much time with his parents. 

The patient was drafted out of the eleventh grade 
of school. He had planned to be a newswriter or a 
commercial worker. His appeal for a deferment of 
induction was refused. 

At the time of referral, the patient was making 
an adequate adjustment to military training but was 
concerned as to his ability to complete the training 
satisfactorily. He got along well with the other men 
and as they did not know of his enuresis it had not 


been a source of embarrassment. His AGCT score 
was QI, indicating he was of average intelligence. 

In the first therapeutic hour, the patient admitted 
being very homesick and worried about his parents’ 
health. It was felt that his concern over his parents 
was a distorted expression of his own emotional 
needs and an over-attachment to them, and that his 
enuresis was related to these feelings. Since army 
life was strange to him he felt incapable of making 
the adjustment away from home, although in fact 
he was keeping up with the other soldiers in train- 
ing. It was emphasized that others were having 
similar difficulties. It was pointed out that the Army 
afforded an excellent opportunity to learn to be self- 
sufficient, and he was assured that he was capable 
of getting along on his own. 

In the second hour, he had decided that his parents 
were all right, that his concern was his own desire 
to be home and that he would have to get used to 
being away from home. He was commended for his 
realistic attitude and the “growing up” process was 
discussed. 

At the third therapeutic hour, the patient stated 
he had wet the bed only twice in the preceding 
week. He had not been thinking so much about 
home and had not felt homesick; he was enjoying 
his technical training, had many friends, and par- 
ticipated more in the camp activities. The value of 
keeping busy in work and play was emphasized. 
His enuresis was again discussed in terms of “grow- 
ing up” emotionally and taking more responsibility 
for his actions. He said he was more on his own 
now. He was commended for his improvement. 

In the fourth interview, he proudly stated that he 
had not been enuretic in the last week. He felt 
confident that it would not recur. He was praised 
for the direct manner in which he faced his problem. 
For the first time he expressed a desire to be as- 
signed for overseas duty, reasoning that the ex- 
perience would be helpful. 

Two weeks later he reported being enuretic only 
once in the preceding 18 days. Inquiry revealed that 
occasionally he “gets angry at the Army.” He felt 
that he was overcoming his bed-wetting because he 
was keeping busy and had a different attitude to- 
ward the Army. It was suggested that he had been 
a little overwhelmed at first and that it was “human 
nature” to revert to childish attitudes at such times. 

The patient was seen 2 months later. During this 
time he had not wet the bed and felt pleased that 
he had overcome his difficulties. He thought that 
the discussions had definitely helped him. He did 
not feel he needed further interviews and was 
looking forward to going overseas. 


These 2 case histories are typical of the 
16 therapeutic successes. Of the 9 remaining 
cases, 4 were regarded as improved. Of 
these 4 cases, 2 were transferred to another 
army post before treatment could be com- 
pleted. A third patient who had not been 
eneuretic for 2 months after cessation of 
treatment returned home on an emergency 


258 BRIEF PSYCHOTHERAPY W ENUI N THI [ Oct. 


furlough because of his mother’s illness to dk rit independence. Asa 
During this visit his enuresis returned, and t t enul ppeared. At first 
he was influenced by his mother to regard there \ ttempt e the patient 
treatment a failure. He became convinced com var terpersonal rela 
that separation from the Army was the on! tionships ; instead, | ed to work 
solution to his problem; this _attit g. The 
blocked further treatment. The fourth rapist a ignificant 
tient, in addition to being enuretic, suffered parental figu: Mc 
from severe anxiety symptoms. Treatment To t ndent individuals ful 
therefore, has been directed at the alleviati: the army 1 e at an overwhelm- sec 
of his anxiety symptoms with only secondary 1 fright wherein they pre 
attention to the enuresis. inabl lifelong emo- of 
In the 5 cases which were therapeutic fail- | ort rental role of the op 
ures, the underlying feature was the | ipist t ified. The reg 
tients’ intense emotional attachments to and f t tient’s training adi 
dependence upon maternal figures. The lule ! ; burden in the tris 
wives of 2 patients accepted their husband Army ng of attachment. [| wo 
enuresis ; consequently the patients had little \lthou this pt oved successful ps) 
incentive to develop maturity and indepe: the mulitas t loubtful that it cal 
dence. Two others found the army routin n be apy t vilian practice | 
intolerable because of their need for em where trol the pa- vet 
tional support; they had no goal other than tents } t and where dis 
release from military service. The fifth pa- the patient t aintain his abi 
tient, an 18-year-old of borderline intelli isual pports. ter 
gence, was extremely dependent upon a the 
ductive, youthful mother. His anxiety i me 
creased to a degree that interfered with tl G. S. Man wil 
performance of his military duties, and it a i out 
was felt best that he return to civilian lif 2 14 ho 
CONCLUSIONS t., 15 
This study represents the results of brief ) ; atr 
psychotherapy in 25 enuretics seen in the Gera \ y in etiology. thi 
Mental Hygiene Consultation Service, Camy the 
Lee, Virginia. There were 16 cases in whi | ponte aA em 
the treatment was considered successful! life 
cases showed improvement ; and 5 cases were | Delaware St. Med. do: 
therapeutic failures. 16 14 . Or 
The therapeutic plan was conceived in a ' : mie sin 
definite and uniform manner so that al lichas —— or we 
most identical explanations and emotional ay t 1ents and one wi 
proaches were used in all cases. Enuresis psychiat., 8: wil 
was regarded as an immature behavior pat ea ee per 
tern, indicating that the patient lacked a1 rot 
emotionally satisfactory and appropriate ré s. Arch. Neurol. ing 
lationship to significant adults. : t., 40 » | | dis 
A therapeutic situation was created tio 
which the patient’s emotional needs could ane 
worked out and satisfied, thus permitting | t M 1939. 
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CRITERIA OF THERAPY OF WAR NEUROSES* 
J. S. KASANIN, M.D., EMANUEL WINDHOLZ, M.D., anp MISS CHARL RHODE, 


San Francisco, Cal. 


The Veterans’ Rehabilitation Clinic of 
Mount Zion Hospital, San Francisco, is a 
full time, outpatient clinic. It is non- 
sectarian and charges no fees, being a special 
project sponsored by Columbia Foundation 
of San Francisco. During the first year of 
operation (July 1, 1944 to July 1, 1945) the 
regular professional staff consisted of an 
administrative director, a half time psychia- 
trist, and a full time psychiatric social 
a volunteer staff of psychiatrists, 
psychologists and psychiatric social workers 
came in one evening a week. 

During the first year, we treated about 240 
veterans of World War II who had been 
discharged because of neuropsychiatric dis- 
abilities. Psychotherapy, usually weekly in- 
terviews, was often supplemented by group 
therapy, pentothal and by social and environ- 
mental including coordination 
with various community resources. At the 
outset we were faced with the problem of 
how best to use our limited staff and facili- 
ties. It seemed to us better to study a few 
cases thoroughly than many cases super- 
ficially. 


worker 


“therapy,” 


We distinguished between psychi- 
atric treatment per se and rehabilitation. By 
this latter, we meant in general psycho- 
therapy dealing with the displacement of 
emotional conflicts from civilian to military 
life and vice versa. The emphasis was on 
doing the best possible job in a short time. 
Our aim was not superficial counselling or 
simple supportive therapy. On the contrary, 
we had the limited objective of dealing 
with the acute problems of the veteran, 
without attempting to cure the underlying 
personality disorders or long standing neu- 
rotic symptoms. This was possible by study- 
ing the effects of service experience and 
discharge, the conflicts created by new situa- 
tions in the environment, such as family 
and employment, and evaluating psychody- 


1 Read at the 102nd annual meeting of The Ameri- 
can Psychiatric Association, Chicago, IIl., May 
27-30, 1946. 

From Veterans’ Rehabilitation Clinic of Mount 
Zion Hospital, San Francisco, Cal. 


namically the veteran’s reaction to these 
current situations in terms of his past ex- 
periences. 

In the first 6 months, we received many 
veterans who had been in the service only 
a short time, had been out for a long time, 
and who suffered from extensive and pro- 
longed neurotic difficulties. Gradually, we 
received more and more who had substantial 
periods of duty in combat zones, often in 
severe combat. For the most part, their 
problems were more acute or of more recent 
aggravation, and they came to us much 
sooner after their discharge. In the past 
several months, most of our patients have 
been veterans discharged on points, and 
whose serious problems broke out just prior 
to or after discharge. 

In an effort to learn something about the 
adjustment of our patients several months 
after the termination of treatment, we began 
a follow-up study in the fall of 1945. We 
sent out a letter and a short questionnaire to 
178 of the 240 veterans we had seen during 
the first year. The 178 selected for study 
consisted of those who were not currently in 
treatment, and with whom we had had no 
contact for several months. All of these 
veterans had been discharged prior to Febru- 
ary 1945. The letter indicated our interest 
in knowing how the veteran was getting 
along, and whether he had any suggestions 
to make about the clinic. We offered him a 
choice of coming in, telephoning us, or re- 
turning the questionnaire. This was a one 
page form on which answers could be indi- 
cated by a check mark. Inquiry was made as 
to whether his condition was improved, the 
same, or worse, his present employment and 
his employment record since leaving the 
clinic, whether he was satisfied with his 
work, home and recreation, whether he had 
any problems now with which he wished 
help, and whether he was getting compensa- 
tion and was satisfied with it. A stamped and 
addressed envelope was enclosed for the 
reply. 
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Of the 178 letters sent out, 24 wer¢ 
turned unclaimed ; 49 questionnaires wer: 
turned, often with an accompanying lette: 
page of comments; 22 veterans telephor 
or came into the clinic instead of returt 
the questionnaire ; and reports were secur 
about an additional 12 veterans throu 
contacts with referring agencies. Infor 
tion was obtained concerning a total of 83 
veterans, or approximately half of those 1 
ceiving the letters. There was personal « 
tact with about one-third of these 83. 
cording to information received, the st 
of the veterans was as follows: 


Condition improved ............. 45 (55° 
32 (38 
49 (5 
6 (7 


More than one job since termina- 
ton oF treatwent.............. 38 (4 
(Ranging from 2 to 16 jobs) 


We asked as a separate question whet 
the veteran was running into any prob! 
with which he would like help. We as! 
this partly as a check against the statem 
of improvement or satisfaction with the g 
eral situation. Most of the veterans wl 
described themselves as improved supp 
this by indicating that they were working 01 
were in school, were generally satisfied wit 
their situation, and had no problems vy 
which they wanted help. A few, howe 
described themselves as improved, yet 
questionnaire as a whole gave a pictur 
general dissatisfaction and maladjustment 

A total of 63% of the veterans indicated 
on their questionnaires that they were satis 
fied with their work, recreation and hom« 
situations. At the same time, about one-fiftl 
of these noted that they had problems with 
which they would like help. Of the 37% 
who were dissatisfied with some aspect 
their home, recreation or work situati 
one-half had problems with which they 
would like help, the other half did not. Som« 
of these latter veterans made such statements 
as: “not enough problems to bother anyon: 
with,” or “I feel I should work them out 
myself. If I can’t, I will come in to see you 
or “I figure I'll never get over my nerve 
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about one-fourth of the cases(21) ; usually 
this was a feeling of resentment at not 


getting compensation, or not getting enough, 
although the occasional veteran felt ashamed 
for receiving compensation. 

Presenting complaints fell about equally 
into three general groups: (1) primarily 
emotional, such as irritability, inability to 
concentrate, self-consciousness, lack of in- 
incentive, anxiety, unsatisfying 
sexual, social or vocational adjustment; (2) 
primarily physical; (3) a combination of 
emotional and physical. There were a few 
who were in rather acute states when they 


terest or 


came to the clinic—pre-psychotic or psy- 
chotic, severe depression or acute anxiety ; 
and a few who might be called behavior dis- 
orders without much anxiety. These in- 
cluded mainly those who came in to request 
assistance in appealing unfavorable dis- 
charges but were not interested in treatment. 

There were several general points which 
seemed significant in a superficial survey of 
these cases. 

1. Those who were “the same” at the time 
of follow-up, on the whole had a shorter 
period of treatment than those who im- 
proved. The median for the improved group 
was 8 interviews, for the unimproved 4 
interviews. 

2. The highest percentage of improvement 
was in the group showing psychosomatic and 
psychoneurotic symptoms; the lowest, in the 
group with primarily physical symptoms. 

3. In some cases, a physical examina- 
tion was necessary for reassurance and as 
a start for the discussion of underlying emo- 
tional conflicts. 

4. Some kind of stability in at least one 
area of the veteran’s situation—his home, his 
job, his friends—was favorable for improve- 
ment. Where there were no satisfactions in 
his environment, he was less responsive to 
therapy. For this reason, successful re- 
habilitation may necessitate psychotherapy 
which focuses in the beginning on the im- 
mediate, specific problems. 

5. Many veterans made appreciative com- 
ments in their questionnaires on the work of 
the clinic. This seemed to confirm our own 
impression of the value of special clinics 
for veterans in the transition period follow- 


ing their discharge to help them bridge the 
gap between army and civilian life. 

In studying the cases, it became clear that 
the evaluation of improvement was not sim- 
ple. The veteran might describe himself as 
better because of masochistic tendencies 
which made him express gratitude for even 
a slight amount of help. Some veterans had 
overwhelming dependency needs against 
which they were fighting, often by over- 
compensatory attitude of independence, and 
insistence that they had improved to the point 
where no further therapy was needed. Both 
of these factors operated not only in respect 
to the veteran’s own statement of his im- 
provement, but also in changes in the symp- 
toms or complaints, which might super- 
ficially suggest some improvement. This oc- 
curred also when the veteran, at a point in 
treatment where he began to face the central 
problem, suddenly insisted that he was getting 
along all right and thought he should give his 
place in the clinic to someone who needed 
help more than he did. For instance, one 
veteran who came in with complaints of 
stuttering, sleeplessness and fatigue, termi- 
nated treatment after 5 interviews on the 
basis that he was going out bowling, dancing 
and on a round of activities which proved 
that he was no longer in need of any help. 

It is true that many of these veterans had 
some difficulties of adjustment prior to ser- 
vice, but in almost every case the reaction to 
discharge, the sense of frustration or disap- 
pointment or guilt at having failed to make 
a satisfactory adjustment in the service, 
severely complicated the adjustment after 
discharge. This was especially important to 
soldiers discharged during the course of the 
war, for they were burdened not only with 
their personal sense of failure or guilt, but 
also with the critical or depreciating attitudes 
of family, friends and communities when 
they returned. Attitudes toward compensa- 
tion reflected some of the conflicts about the 
service experience and discharge. “I don’t 
deserve this” or “I should have this as a 
recognition of what the service did to me. I 
was all right before I went in.” Unless these 
conflicts about the service and about dis- 
charge can be dealt with in some way in 
treatment, the veteran may well develop 
chronicity of symptoms. It was this aspect 
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of treatment which belonged peculiarly to mployment ther situation in 
the rehabilitation technique. rge papers. 


In studying the individual cases, we with his 


to re-evaluate the statement of the veterai It extremely 
as to the effect of his contact with the cli t I this problem. 
In some cases, we were in full agree: mself of 
with the veteran’s opinion—whether he y t lischarge and 
improved, remained the same, or was i1 t plan. This 
worse condition than at the time treatment his special 
was terminated. In others, we could 1 the greatest 
agree with the subjective evaluation. | t homosexual 
instance, one patient was suffering f1 vas able to 
severe masochistic tendencies which w ther, a re- 
only slightly affected by the fact that | t t vhich was 
fiancée abandoned him after his dischat to 1 \ ery short 
The help we could offer was very limited line 
We protected him against further hun s work 
tion by confronting him with reality: he w t tory sex 
using his preoccupation with his unha lecided to marry 
ness in the service as a tool to help him ed to be 
back his girl friend. Actually, she was cot t were seen 
pletely disinterested in him. After r: reatment 
nizing this, he was willing to give up tl ; over a 
useless effort but his unhappiness remait 
the same and we referred him to a privat the: more thor- 
psychiatrist. His gratitude for our help \ nces, the 
exaggerated and covered up his resent fficers and 
ment. tions to 
Our aim was limited in every case but mpensat e had to 
varied depending on the particular prol In re 
lems of the veteran. We would not ref | community 
help to a paranoid patient if the initial su: is t rly child- 
vey justified the expectation of a quick Lf he following 
provement. For example, a patient was su 
fering from a feeling that the F.B.1. P 
after him because he had lied to the doct alr aa pi 
in the service about his hearing and thereby 
succeeded in getting a discharge. He hi: ( hs of which 
presented a paranoid picture all his life; | Pacif 
never had friends and never accepted | , his ich. He 
deafness as being other than mild. After 
few interviews, he was able to accept tl t security; on 
fact that he wanted to be back in servicé | t initiative 
his fear of the F. B. I. was recognized as a1 Pha anya cies 
expression of this fact. We made no attempt wheel 6 
to discuss the underlying problems but t table, middle class 
helped him to find a job which would protect truggled to 
him sufficiently against involvements wit! 
people. He was still working one year aft tines ancl > 
his last contact with us. t 1 to his childhood. 
The problem of another veteran centered ntense hostilities 
1, thes« ere 


around his homosexuality. His “und 
able” discharge was a handicap in the matt 
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against his present boss and his father in childhood 
covered up by his conscious hatred expressed toward 
the Marines and the government. After this he 
calmed down, could accept his present job, and 
when his company assigned him to a better posi- 
tion in another city, he made the decision without 
itation. This interrupted his treatment after 6 
interviews, but he continued to improve after 
leaving. 

Another veteran came to the clinic with a pri- 
mary complaint of headaches, a secondary com- 
plaint of irritability. He had been discharged a year 
previously, after being in the service for almost 2 
years. Prior to this, he had successful and satis- 
factory work experience in construction and as a 
longshoreman. 

He had some similar symptoms in this pre-war 
period, when under considerable strain. However, 
he could always take a few days off if necessary and 
relax, go home and talk things over with his wife. 
In the service, he could not do this. There was a 
constant strain—conflict between men over him and 
men under him: men over him telling him he must 
see that the men under him got the ships loaded, 
even though there were neither facilities nor time, 
and without any recognition of the difficulties which 
might arise in such a situation. The officers did not 
have experience in this particular line, yet they 
asked the impossible—they asked him to make the 
men under him do what he knew was impossible. 
He went to the superior officer to ask for help in 
this situation of “being the meat in the sandwich”— 
I men over and under him. 
The response was: “Look at all the work I have 
to do. I am crazy myself.” 


eing pressed between the 


This soldier was assigned in the Aleutians with 

pioneer outfit, the first to land in Adak, and he 
remained there 18 months. The isolation, the cli- 
mate, and the feeling of no escape from these 
strains, aggravated his feelings. In addition, there 
was a mass neurotic atmosphere because of the 
climate and isolation. There was no way for him 
to handle his reactions, and his headaches became 
more severe. 

His reaction to discharge was a mixed one. He 
had heard of all the things being done for dis- 
charged veterans, and because of what he had gone 
through, he expected to have some recognition when 
he returned. Prior to entering service, he had made 
arrangements to change to a civil service job and 
received his permanent appointment soon after get- 
ting into the Army. He was given a leave of ab- 
sence. After his discharge, he expected to begin 
on this new job, but was told he had no status there 
and should go back to the waterfront. He felt he 
had been let down by the government. 

He received a pension of $11.00 a month, of which 
he was quite ashamed. He took it as a mark of the 
degree of service he was able to render. He was 
ambivalent about this pension: on the one hand, he 
felt he was entitled to more, on the other hand, he 
wanted to refuse it entirely. This conflict was re- 
activated each month when the pension check came. 
One month he wanted to have a wild party with it, 
the next month to buy a gift for his wife, another 


to put it in the bank, and another to return it to the 
government. He did not want to be a civilian. He 
regretted being out of the service whenever he 
heard of the men in his unit being in active service. 
He felt that he had let them down and that he was 
cowardly for not going on. He felt guilty for being 
discharged, for accepting anything as a discharged 
veteran. 

The treatment of this veteran had an initial focus 
on the specific job situation. This conflict was re- 
lated to the service experience, with its intolerable 
conditions. The aggravation of the headaches came 
to be understood in terms of the frustration and re- 
sentments in the service, the fear of criticism and 
aggression there, all carried over into the reactions 
to discharge and the post-discharge situation. These 
emotional attitudes were correlated not only with 
the army experience and the present day realities, 
but also were related to childhood incidents. Before 
treatment ended, he had been able to get himself 
reinstated in his civil service position. His im- 
provement, which was obvious when treatment was 
terminated after 3 months, was noted also at the 
time of follow-up. 


These examples are in sharp contrast to 
others who resisted treatment altogether 
because of secondary gains derived from 
their illness. Such is the case with some of 
the returning veterans who derive a great 
deal of satisfaction from their status as 
veterans. 


A typical example is that of a marine who dis- 
tinguished himself at Guadalcanal where he volun- 
teered for combat. He now was living in his 
memories and cherishing the Presidential Citation 
and the Purple Heart Award as proof of his 
accomplishments. He was restless and complained 
of “stomach trouble and headaches.” He refused 
entirely to discuss his emotional conflicts and 
dropped out of treatment. He would not accept 
even physical treatment, justifying this in the fol- 
lowing way; “the pain in my stomach lasts only a 
second, it comes in a flash. It would be of no help 
to take medicine because the pain disappears before 
I could swallow it.” He was unable to relate him- 
self to the therapist; it would have meant an ad- 
mission of his insecurity, his fears and dependencies, 
and losing the heroic memories of combat. 


In other cases, the physical complaints pro- 
tected the veteran from a psychosis. 


This is exemplified by the case of a veteran who 
was an aviation mechanic assigned to a ground 
crew of an air field. He became attached to a 
boisterous gunner whom he idealized since he could 
not pilot a plane himself. One day when the friend’s 
plane returned from a flight, the patient saw his 
friend sitting in the gunner’s seat as if asleep. When 
the patient tried to lift him from the seat, the body 
literally fell apart. Subsequently the patient de- 
veloped fainting spells, was discharged, and re- 
turned completely bewildered, with symptoms of 
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shakiness, trembling and dizziness. He rationalize 


these as manifestation of his physical weakness 
refused to continue treatment after 3 intervi 
The psychiatrist was convinced that the vet 
had to insist on an organic interpretation of 
symptoms, because otherwise the underlying 
and fear would have become conscious, wit 
possible danger of a psychosis. 


We agree with the description anotl 
veteran gave in his follow-up letter, in 
he marked his condition as “improved”’ | 
explained that this was not the result of 
contact with our clinic. 


This veteran came in with physical cor 
only: headaches, vomiting, tingling of extre: 
weakness. He came in 8 months after discl 
he had been in the service about 2} years but 
never overseas. He was sent in by a Veterans 
ministration physician, when physical findings 
negative. From the beginning, he denied any 
terest in or need for other than medical cart 
was resentful for having been referred. H¢ 
after 6 interviews, in which the psychiatrist 
tempted some general explanation of the relat 
ship between physical and emotional factors 
the follow-up questionnaire he wrote: 

“May I suggest that the Veterans Hospit 
definitely sure that there is nothing orgar 
wrong with a man before committing him t 
psychiatric clinic. I appreciate the interest the clit 
has expressed but fully believe your time and 1 
could have been saved if the doctors at the vetera 
hospital would not assume a man to be a chi 
complainer and emotionally or mentally at 
with society. Fortunately a doctor in civilian 
has improved my health tremendously and 
me a possible expense of a few thousand d 
that a psychiatrist would want for a series of c 
sultations, perhaps uncalled for. (Author’s 
There was no fee at our clinic.) I feel the clini 
doing a good job in the cases where it is ne 
but it can do harm in misapplication.” 


Unfortunately, not all such cases respoi 
to physical treatment. We were satisfi 
we could bring the veteran at least to an 


sight into the emotional roots of his physica 
complaint, then refer him to a private psy 


chiatrist for further treatment. 


One such veteran came to the clinic a year aft 
discharge with complaints of pains in the back, t 


sion, headaches and abdominal discomfort. Thes 


symptoms became acute after he had finished sor 
highly specialized training in the Navy. He | 
anxiety symptoms for several years prior to 
service experience, but was successful in his 
fession. It was obvious that he needed rather ext 
sive therapy; after 3 interviews in which there 
discussion of the overweening ambition that 
driven him through the earlier years, he accept 
referral to a psychiatrist for private treatment 
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doctor was helping him. He thought his only help 
would come through increased compensation “until 
he got better.” His mother came to the clinic 
several times asking for assistance in getting his 
disability rating increased, and emphasizing that 
the veteran was not well, was not able to work, 
and should be allowed to stay at home where the 
family could take care of him. The strength of the 
neurotic needs of the various members of the family 
probably would have counteracted treatment even 
if the veteran had continued coming to the clinic. 
He left after 8 interviews to return to the Middle 
West with his family 

In a similar way, the general environment 
rather than the immediate family situation 
may be unfavorable for a veteran’s improve- 
ment. The veteran who is homeless, penni- 
less, dislocated—‘‘a displaced person”— 
usually needs general welfare services rather 
than psychotherapy. Yet the attitudes of the 
community toward this group are reflected in 
inadequate financial, recreational and case- 
work services for such individuals. This 
situation often constitutes a barrier to ulti- 
mate readjustment even if treatment is 
undertaken. We found this especially true 
for the veterans from minority groups, such 
as Negro or Chinese. Their problems were 
exaggerated by a return to the civilian com- 
munity after a service experience in which 
the discriminations were less striking ‘and 
where they found a temporary place for 
themselves. 

In other cases there was a definite im- 
provement at the termination of treatment 
but the veterans felt unchanged and could 
not acknowledge improvement, since they 
continued to have problems with which we 
could not offer help in our clinic. 

\ good example of this type was a veteran who 
returned from Africa with a severe depression as 
a reaction to an air raid in which all his buddies 
and his officer were killed. He suffered from strong 
guilt feelings since he believed that he had killed 
his officer himself. He could not verbalize such 
an idea but was constantly preoccupied by the fol- 
lowing puzzle: the officer was killed by machine 
The patient had been holding a loaded 

gun at the time of the attack since he was 
ling a warehouse. He had a complete amnesia 
for the event. With the help of individual and 
group psychotherapy, the amnesia was lifted; he 
remembered the details connected with the death 
of the officer. The latter was killed by Arabs who 
turned their machine guns on the men after the 
air raid. The veteran improved greatly after this 
was brought out in treatment and related to child- 
hood conflicts, but his current conflicts with his 
wife, his fear of her pregnancy and other such fac- 


tors reactivated his depression. This would require 
special care in a psychiatric clinic, whereas our 
task of eliminating the cause of his suffering directly 
related to the war seemed to be accomplished. 


We had very few cases where the problem 
of compensation interfered with the treat- 
ment. This might be due primarily to the 
fact that the severe cases of compensation 
neurosis do not seek treatment. Also we had 
a firm policy with regard to compensation 
problems. We explained to the veteran that 
if we took sides on the problem of whether 
his disability is or is not, or to what per- 
centage it is, service connected, this would 
seriously interfere with his treatment. Some 
veterans came in for the sole purpose of 
getting such a certificate in order to appeal 
their claims. In these cases, we preferred to 
refuse a certificate unless their treatment 
was well under way. In the few cases where 
we certified the patient’s diagnosis and treat- 
ment, we never made a statement with 
regard to the service connection. Those who 
were interested in an appeal only were ad- 
vised to seek the help of private psychiatrists, 
or other regular psychiatric facilities. 

Almost all of our veterans received com- 
pensation. Of these, only 3 developed a real 
compensation neurosis with which we could 
not deal. A few of these who received no 
compensation were dissatisfied, but in no 
case was this an obstacle in their treatment. 

The overwhelming majority of veterans 
preferred a good job and cure of their symp- 
toms to compensation. 

For quite a few veterans with psycho- 
pathic trends, our objective was the follow- 
ing: By relating their present antisocial 
feelings to the past, we made them conscious 
of the similarities of their service and pre- 
war experiences. We gave them credit for 
grievances against the Army or the govern- 
ment wherever this was borne out by facts, 
but followed up such an understanding with 
an intensive discussion of their childhood 
insecurities. Thus we succeeded in diminish- 
ing or eliminating their present rationaliza- 
tions, protecting them and society against 
their becoming the victims of unscrupulous 
political propaganda. 

In some instances, an immediate interfer- 
ence with the veteran’s acute problems 
seemed imperative. Under the present emer- 
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gency conditions, many veterans are dri 
to acts which could be very harmful 
They may become it 
with people who take advantage of 
conditions while satisfying some imm« 
need. It is in such cases that clinics of 
kind can render an invaluable service ev 
the help offered is only temporary 
moves only the present danger. 


their future. 


A good example of this was 


W 
long as she was in the service, adjusted w 
she was discharged because of “nervousn 
couldn’t bear being alone and worri 


husband, who was overseas for the past 
She described herself as oversensitiv: 
ting herself into complicated situations 


her kindness a 


nd solicitude for 


consequent attachment to her. A 


in to live with 


insecure infant 


stepfather, whc 


husband she felt like a lost sheep and 
verge of becoming involved with the 
She was ready to take 
the way she took care of her stepfat 
rf 


above family. 


them. Their son came 
overseas and found that his wife was havit 
with other men and was ready to divorce | 
patient tried to console him and the boy bs 
quite attached to her. The patient was a 
lost 
when she was 7 and became quite devot 


ile individual who 


» drank a good deal. 


without the slightest awareness 


implications. 


( 


After two interviews we were able 


to her the meaning of her present situ 
in terms of her childhood and as a 


own discharge. 


to accept our advice and assistance in 


rea 


Cal 


She became sufficiently 


home and making other plans. Of cour 


tinued to have problems even after her | 


turned several months later. 


The rehabilitation techniques used 
Veterans’ Clinic varied from case 
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A STUDY OF TACTICS FOR RESOLVING THE AUTISTIC BARRIER 
IN THE PSYCHOTHERAPY OF THE SCHIZOPHRENIC 
PERSONALITY 
BARBARA J. BETZ, M.D., Battrmore, Mb. 


The schizophrenic patient seems charac- 
teristically different from other persons in 
reacting in relationships to others by the 
pattern of self-inhibition and emotional with- 
drawal, and it seems appropriate to refer to 
this mode of reaction as the schizophrenic 
pattern. When this pattern is the dominant 
one in the individual’s personality function- 
ing, his emotional adjustment to others is 
characteristic 
likely to 
1e form of active psychosis or 


seriously disturbed. Other 
schizophrenic phenomena are also 
ye present in tl 

the deteriorated state. When this pattern is 
combined in the personality organization 
with some other mode of interpersonal ad- 
justment, such as the maintenance of an 
impersonal acceptance by others through the 
use of an obsessive pattern, a psychotic state 
may not develop, although the spontaneous 
emotional interplay with others characteris- 
tic of the emotionally healthy individual is 
minimal or non-existent. 

rom the time of Kraepelin the emotional 
isolation of the schizophrenie patient has 
been noted as a constant phenomenon of the 
schizophrenic illness and described by va- 
rious terms such as autism or lack of affec- 
tive rapport. As our clinical insights have 
increased in more recent times, this charac- 
teristic withdrawal has become of interest, 
not only as a phenomenological finding, but 
as a reactive pattern serving a definite func- 
tion in the personality economy and, in the 
frankly psychotic patient, as perhaps the cen- 
ral dynamic feature. 

How this pattern functions in maintaining 
the personality equilibrium of the schizo- 
phrenic patient may be considered briefly for 
a moment. The usual emotional interaction 


1 From the Department of Psychiatry, the Johns 
Hopkins University, and the Henry Phipps Psy- 
chiatric Clinic of the Johns Hopkins Hospital, 
Baltimore, Maryland. 

Carried out under a grant from the Scottish Rites 
Committee on Research in Dementia Precox of the 
Supreme Council, Thirty-Third Degree Masons, 
Northern Jurisdiction. 


which takes place between human beings 
seems to be lacking and the schizophrenic 
individual has not developed ways of living 
with others in terms of the real feelings that 
constitute him. Patterns of self-revealment 
and self-assertion are not well employed. 
The resentment of the influence which others 
are felt to exert upon him—sometimes fan- 
tastically exaggerated but basically true— 
provides the immediate issue for the schizo- 
phrenic alienation and gives positive form 
and color to the psychotic symptomatology ; 
but this issue of “influence” would not arise 
without a feeling of ego-weakness in rela- 
tion to the ego-strength of others. The pa- 
tient feels vulnerable and inept, and ego- 
safety rather than ego-expression becomes 
his primary goal. This ego-safety is achieved 
by an active and automatic pattern of self- 
inhibition and withdrawal which raises an 
autistic barrier between himself and others, 
designed to conceal his vulnerability and re- 
sulting in the characteristic psychological 
isolation. By withdrawing from emotional 
contact with others, the patient not only 
achieves ego-safety but also succeeds in frus- 
trating the attempts of others to relate them- 
selves to him and so retaliates in a measure 
by sabotaging the effectiveness of the “in- 
fluencing” pressures which he resents. His 
ego-safety and his retaliation—both accom- 
plished by the pattern of withdrawal—are 
purchased, however, at the price of emo- 
tional frustration, loneliness and the negation 
of further ego-growth—growth which can 
only occur through emotional experiences 
with others. At the point when the frustra- 
tion becomes intolerable, the psychotic pat- 
terns of fantasy-gratification swing into con- 
trol—a secondary development occurring at 
the point of personality decompensation and 
leading to a new personality equilibrium, the 
schizophrenic psychosis. 

Because this pattern of self-inhibition and 
withdrawal controls the possibilities of con- 
tact between the schizophrenic personality 
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and others, a thorough familiarity with 
way it operates must underly any study 
signed to illuminate the possibilities of 
chotherapy. Since the very heart of | 
therapy is the relationship between the tl 
apist and the patient, the need for defi 
practical strategic objectives for these 
tients and effective tactics for attaining t 
presents a difficult and complex 
problem. Certainly, in general terms, 
task of therapy would lie in the directi 
finding ways by which the patient can g 
sufficient courage to work out pattert 
more spontaneous self-assertion and 
velop a greater capacity for reacting 
tionally with others. 

The purpose of the present p 
report a clinical study of the p 
apeutic problem of the autistic | 
some of the tactics which seem effectiy 
resolving it and in assisting the patie: 
develop a more spontaneous pattern of 
assertion and a capacity for broader 
participation with others. 
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1 
weh 


Darrier 


DISCUSSION OF PROCEDURI 


One investigative approach to this pt 
lem of the psychotherapy of the scl 
phrenic personality has been describe: 
previous study (Betz, 1946). In tl 
the therapeutic tactics used in treatit 
series of 8 adult obsessive-schizophrenic 
tients whose emotional adjustment to « 
improved sufficiently to seem to warrant 
termination of further active treatment 
discussed. The characteristic pers 
pattern of each of those 8 patients was s 
ophrenic, but some contact with others 
maintained by the operation of an obs 
pattern. The experience from this st 
seemed to indicate that the presence of 
schizophrenic pattern was not an 
mountable barrier to the establishment of 
effective therapeutic relationship. Th 
of treatment fell into three cons: 
phases: (1) Timid rigidity or rest 
spontaneity ; (2) spontaneity of mutual i 
action with the therapist ; and (3) broad 
social confidence and participation. Th 
tical approach in each phase was determi! 
by cues derived from the patient, and 
patient’s responses in the direction of incr: 
ing spontaneity and participation or increas 
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This study was at all times carried on in 
close collaboration with Dr. Leo Kanner, 
Director of the children’s psychiatric clinic 
of the Harriet Lane Home, the pediatrics 
division of the Johns Hopkins Hospital. 
Both at the beginning of this venture, and in 
retrospect, it was felt that the chief advantage 
of having the children in the hospital over 
out-patient treatment was that it facilitated 
the intimate day to day contact between 
the child and his therapist. Incidentally, too, 
it enabled the therapist to observe other pa- 
tients than his own and to have the benefit 
of observations by other personnel, including 
the nurses, on the case under his care. A 
more detailed account of the original objec- 
tives and organization of this children’s ward 
is given elsewhere (Betz, 1945). 

During the period when this ward was in 
operation, I had two of these children under 
my care, one for 6 months and one for 9g 
months. This background of personal ex- 
perience forms the basis of the present study. 
The autistic barrier maintained by these 
children presented the central feature of 
therapeutic interest, and the present report is 
concerned primarily with a consideration of 
therapeutic tactics which emerged empirically 
as useful in resolving this barrier to a con- 
siderable degree and in enabling the children 
to participate with more spontaneity and con- 
fidence in relationship with others. 


CASE PRESENTATION 


The case to be presented is a boy of 54 years, 
L. L., who was under my care for 8 months. During 
the first 2 months I saw him once a week as an 
out-patient in the children’s psychiatric clinic. He 
was then admitted to the children’s ward where 
he remained a patient for 6 months. At the end of 
this period his emotional adjustment seemed to 
have improved and he was returned to his home, as 
that seemed the best plan for his further develop- 
mental progress. During the time that he was in 
the clinic I spent about an hour with him daily, 
the time often being divided between morning and 
afternoon contacts, and between visits in my office 
and on the ward. 

The first time I saw L. I found him to be an 
attractive, somewhat fragile-appearing large-eyed 
child who maintained a completely dead-pan ex- 
pression. Subsequent investigations of his physical 
status revealed no abnormal findings. Although he 
seemed aware of my presence he showed no re- 
active response to anything that I said or did. The 
picture he presented was that of profound with- 
drawal and timid rigidity, with inhibition of bodily 


movements which at times almost resembled cata- 
lepsy. He tended to stay in one place but when he 
shifted his position he did so in quick, tense little 
movements. He left his mother passively ‘and ac- 
companied me to my offce with no show of initia- 
tive or interest. He did not speak or use any form 
of vocalization. 

L.’s birth and early development—teething, sitting 
up, walking, etc. had been normal. He had said a 
few words at about one year. His emotional diff- 
culties had first become evident to his family after 
his first birthday when he began to starve himself, 
seemed listless and acted as though he were deaf. 
He became extremely apprehensive. At 2 the family 
doctor suggested psychiatric consultation but this 
advice was not followed out. By the age of 4 he 
“lived in a world of his own.” At times he seemed 
dazed. He showed no interest or participation in 
the activities of other children. At 44 obsessive 
patterns appeared and his fearfulness became less 
marked. At that time the withdrawal and apathy 
which characterized him at the beginning of my 
contacts with him had become the central feature 
of his condition. 

Course of Treatment.—The course of treatment 
of this child during the 8 month period seems to 
fall into three consecutive phases similar to the ° 
sequence of phases found in treating the adult group 
of patients with obsessive-schizophrenic personali- 
ties. It seems useful to present the course of this 
patient’s treatment under the same headings. 


Timip Ricrpiry oR RESTRICTED 
SPONTANEITY 


PHASE I. 


(Approximate duration: 3 months) 


During the first 2 months of my therapeutic 
contact with L. (as an out-patient), he at no time 
showed the slightest flicker of reaction to me as a 
familiar person. On his first visit he sat stiffly 
on a chair placed before a table on which were 
some doll figures and small toy cars. He showed 
no spontaneous interest in or even awareness of the 
toys or anything else in the room. After a period 
I assumed the initiative and began some exploratory 
manipulation of the toys, watching his facial ex- 
pression closely as I did so. His dead-pan expres- 
sion was unwaveringly maintained as I tried out 
humorously playful maneuvers with the dolls, ten- 
derly affectionate approximations of one doll to 
another, combining the dolls as passengers in the 
cars, and other such situational variations. When, 
by chance, I began to knock the mother and father 
dolls over with a toy car I caught the first flicker 
of response. A more animated light appeared in 
his eyes as I continued this game in a repetitious 
way, saying “knock the mamma doll over,” “knock 
the papa doll over,” “bang,” etc., as I did so. Al- 
though his general attitude and posture did not 
change, I got the impression that some empathy 
with this play was occurring. 

During his subsequent 6 visits to my office, such 
play with toys formed the sole framework of the 
therapeutic contact. L.’s reactions, however, gradu- 
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ally began to expand. Still showing no more re 


sponse to me personally than previously, he began t 
participate in this play, at first timidly touching t 
toys with one hand, later with a certain am t 
gusto. He began hesitatingly to push the toy car 
ward a doll himself until it toppled over. His fa 
expression became more intense and he beg 
whisper under his breath “fall down” and “cras 
as the doll toppled. However, not until the day 
his arrival at the clinic for admission did he { 
show any change of expression on seeing me, wl 
he gave me a fleeting but rather pleased look 
recognition. 

During the first week in the hospital it be 
evident that his dead-pan expression did not 
gether represent indifference and that at times 
watched the other children attentively. He s« 
to be experiencing intense inner feelings whi 
was unable to assert and which he inhibited str 
He was also observed to resort to physical flig! 
avoid situations which frightened him. He t 
to sit timidly in certain limited areas on the 
and moved about only within a rather nar 
sphere. He submitted passively to the ministrat 
of the nurses and held himself away from cor 
with the other children. 

Therapeutic Role—From the beginning, my tl 
apeutic orientation toward him was to relate 
self to him at any point of spontaneity whic! 
seemed to show, however slight. My first ol 
was to provide a relationship for him in whi 
need for protective inhibition of his feelings 
be minimized and a more spontaneous expr 
of these feelings, whatever they were, risked 
line with this objective, my procedure while 
him was to maintain as keen an alertness 
could to his moment-to-moment reactions, a! 
be guided by them as to what kind and degre« 
participation on my part he might accept. That 
the child became the focal point of the relatio: 
and I adapted in any ways which seemed to 
me with him, so that he had some experienc 
“togetherness” while with me, in contrast to 
habitual exclusive isolation and aloneness. 

Therapeutic Response—In response to this tl 
peutic approach, the patient’s first month 
clinic was characterized by a diminution 
inhibitory patterns and a decrease in his tir 
rigidity in limited areas, notably first in his r 
tionship to me. He began to smile when hi 
me and to relax sitting on my lap while I r 


PHRENI ONA [ Oct. 


to look like 
vas his in- 

He became 
tative and 

the nurses; 

eir permis- 

He began 

ry over me, 

ng swung 

ume more 

n showing 

ie jealously 

to show more 


r children 
t, at times 
y. He also 

r revolv- 


sible, by 
id phrases, 
nt He re- 


icularly 
irticularly 


seemed to 


ren. He 
hibition and 
His be- 
delighted in 
became very 
lled by name. 
ively solicited 
to avoid the 
ngaged in 
He was very 
ipation with 


him. After becoming receptive to me in these w liminished and 
he began to express some affectionate interest i € I I gymnastics, going 
me, seeking to sit on my lap, putting his arms er wit eat to him a widen- 


around me, etc. With the other persons 


ward he was still predominantly timid and st 

although less so than at first. 

PHASE II. SPONTANEITY OF MUTUAL INTERAC 
(Approximate duration: 3 months) 


This beginning capacity for some reciprocal 
lationship with another person gained rather 


momentum during L.’s second month in the clinic 
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were made for him to attend a neighborhood nurs- 
ery school in the mornings. Here, his timid rigidity 
reappeared during the first few days of his at- 
tendance, after which it subsided and the more 
recently developed spontaneous patterns again as- 
serted themselves. 


PHASE III BROADENED SociAL CONFIDENCE 


AND PARTICIPATION 


During this final period in the clinic, L.’s self- 
dependence and self-assurance continued to increase. 
Although he was still full of mischief, he developed 
more of a sense of what was considered acceptable 
and what was not and showed some preparedness 
to conform and to enjoy doing so. He became more 
serene and seemed quietly happy. The nursery 
school reported continued gains in his spontaneity 
and stated that, except for the continued lag in his 
use of speech, watching him play with the other 
children, one would think only that he was a 
healthy, normal little boy. 

Since the schizophrenic pattern of autism had 
largely subsided, and since the remaining problem 
was largely one of a lag in emotional maturity 
which did not permit him to make an appropriate 
social adjustment to children of his own age group— 
a problem which time and life experiences might be 
expected to resolve more effectively than continued 
intensive psychotherapy—he was discharged from 
the clinic at the end of his sixth month and re- 
turned to his home. I have seen L. in my office 
at infrequent intervals during the succeeding 12 
months. He seems to be maintaining the gains that 
he made and to be an active participant in the 
family life.. To what degree he will be able to over- 
come his emotional lag, it does not seem possible 
to predict. 


DISCUSSION 


The present case seems to illuminate some 
of the problems which confront the therapist 
in treating the patient who maintains an 
autistic barrier between himself and others 
as his dominant mode of interpersonal ad- 
justment, and to provide an empirical basis 
for a discussion of effective therapeutic tac- 
tics for dealing with these problems. One 
noteworthy factor which was evident in this 
case and also in the treatment of the adult 
obsessive-schizophrenic group is that, while 
the autistic patient is not prepared to express 
reactions toward others or to participate with 
the therapist at the beginning of treatment, 
some capacity for receptive response in cer- 
tain areas is present. This observation would 
seem to indicate that it is the task of the 
therapist to assume the initiative in nego- 
tiating a significant contact, by some tactical 
approach geared to the particular patient’s 


receptive channels. Absolute passivity on the 
therapist’s part with a view to awaiting a 
spontaneous participative gesture from the 
patient is likely to develop into a situation of 
indefinite therapeutic stasis during which that 
particular therapist may be shuffled off by 
the patrent as an inconsequential source of 
help for him. 

The therapist’s tactics in assuming initia- 
tive then become a prime technical considera- 
tion. Clinical experience with the use of intel- 
lectualistic, rationalistic approaches to these 
withdrawn patients, and with directive, ad- 
visory maneuvers testifies to the non-recep- 
tivity to such therapeutic tactics and has led 
to a general medical attitude of pessimism 
with regard to psychotherapeutic possibilities. 
In the case of a child, such as L., the inap- 
propriateness of such approaches is self-evi- 
dent, and it is in part because of this very 
fact that the study of such a child provides 
a fruitful field for therapeutic investigation. 
The experience with L., as well as with the 
adult obsessive-schizophrenic group, illus- 
trates another tactical approach of consider- 
able therapeutic effectiveness notwithstanding 
the dominant autistic barrier. This is to per- 
mit the patient, as represented by his own 
moment-to-moment attitudes and reactions, 
to be the pivotal point around which the 
therapeutic relationship develops. To do 
this the therapist needs deliberately to avoid 
assuming the pivotal role as represented by 
his professional status or his clinical “in- 
sight”, however accurate, and leaving the 
burden of mobility and adaptation to the 
patient. Rather, he takes his cues from the 
patient and by adapting his responses accord- 
ingly is enabled to maintain an adjustment 
of the maximum intimacy possible at any one 
time to the patient. This procedure is based 
on and reflects a consistent, underlying at- 
titude of interest in unconditionally under- 
standing the patient as he is and feels at 
the moment as an end in itself, without the 
injection of further objectives such as giv- 
ing, insight, evaluating, challenging, moral- 
izing, disciplining, etc.. When the therapist 
approaches the patient in this way, with the 
attempt simply to be an understanding per- 
son he does not seem to be felt as coercive 
or a threatening “influence”. Actually, what 
form his understanding takes seems of minor 
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therapeutic significance in comparison with 
the fact that he is trying to be understandi 
Empirically, the withdrawn patient whet 
child or adult has been found receptive 
such a tactical approach and throug! 
begins to have a rudimentary experiet 
being in relationship with someone. 

As this rudimentary experience of beit 
relationship with another person is 
tained for the patient over a period of time, dit 
the therapist’s significance to the patient 
pands and changes. Interestingly enoug! 
exemplified in the present case, the tl 
apist’s effectiveness comes to lie in th 
lationship the patient forms to him 
person rather than primarily as a physi 
concerned with sickness and_ health 
is no longer just a representative of the 
eral world of people to be shut out, but 
becomes a special figure of personal 
tional significance whose individual attitud 
and reactions as they are expressed to th 
patient becomes a part of the latter’s 
life experience. The patient himself thu The patient’s 1 
begins to shift the therapist into a pivotal 
position and to react in ways expressive 
what this new person in his life meat 
to him. His habitual patterns for deal 
with people are no longer appropriate to t 
new experience and he begins to experiment ' ot 
with new modes of functioning. Thr 
this newly established emotional contact 
however slight it may appear in comparison vhich prev nsti 
with contacts between two emoti 
healthy people, the patient begins to have 
growth-potential experience of feeling 
self as a participant within a real and 
human relationship. Some reciprocity 
sponse now begins and some mutuality 
spontaneous interaction. 

At this point the autistic barrier bet 
the patient and the therapist is resolving 
the transition into a second phase of 
ment occurs. Now the therapeutic object 
lies in assisting the patient toward the d 
velopment of a more secure sense of his 
capacities as an individual and towar 
greater confidence in expressing his feelin; 
spontaneously and responding from within 
himself to the feelings and attitudes of 
others. More than ever at this point thi 
therapist needs to permit the patient to ex 
perience him as the human being interested 
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barrier maintained by the patient who nego- 
tiates his relationships to others primarily by 
means of the schizophrenic pattern of self- 
inhibition and withdrawal, a pattern which 
also precludes any ready establishment of 
effective emotional contact with the ther- 
apist. The case of an autistic child who 
maintained such a barrier in almost pure cul- 
ture is presented. The tactical approaches 
used in the therapy of this child and his 
responses are described, and certain proce- 
dures which it is felt may have general 
ity in the psychotherapy of the schizo- 
phrenic personality are discussed. From the 
experience with this case and others ét seems 
possible to draw the following conclusions: 

1. The presence of the schizophrenic pat- 
tern is associated with an incapacity for 
relationship 
with another person, including the therapist. 
Howe vos. 


yarticipation in 
| 


some capacity for receptive re- 
sponse to certain kinds of approach by 
another person is present. 

2. The therapist, as the person whose im- 

mediate objective is to establish emotional 
contact with the patient, must assume the 
initiative in negotiating this contact. 
3. The patient, in terms of his moment-to- 
moment, attitudes and responsiveness, must 
be accepted by the therapist as the pivotal 
point around which the therapeutic relation- 
ship forms. The therapist who maintains ex- 
pectations that his own attitudes and insight 
as the doctor will be accepted by the patient 
as the pivotal point around which to revolve 
is likely to find himself in a situation of ther- 
apeutic stasis. 

4. When the therapist approaches the pa- 
tient with the 
attempting to be understanding of what and 
how the patient feels at the moment, some 
significant contact with the patient can be 
expected. What form the therapist’s under- 


unconditional objective of 


standing takes seems less important ther- 


apeutically than that he is attempting to be 
understanding. 

5. As the patient accepts the therapist’s 
approach, however limited the area or degree 
of response, he is beginning a rudimen- 
tary experience of relatedness with another 
person. 

6. As this experience of relatedness be- 
tween patient and therapist is maintained, 
the therapist gradually becomes an emo- 
tionally significant person to the patient. 

7. The patient now begins not only to 
respond to the person of the therapist, but 
to express feelings toward him and interest 
in his reactions. That is, the patient is no 
longer just receptive, but the rudiments of 
assertiveness and reciprocity appear. 

8. Spontaneous mutual interaction between 
the patient and the therapist increases and 
with it the resolving of the autistic barrier 
in the therapeutic relationship. 

9g. Through this experience of relationship 
with the therapist, the patient’s self-depen- 
dence, self-esteem and general spontaneity 
increase. 

10. Other persons in the patient’s environ- 
ment besides the officially designated ther- 
apist may be serving a similar therapeutic 
function, as acceptable persons with whom 
the patient may develop spontaneity. 

11. Broadened social participation in re- 
lationships with other persons than the ther- 
apist begins, as the patient’s growing con- 
fidence in himself as a person diminishes 
his need for the protective isolation which 
he had previously insured for himself through 
the schizophrenic pattern and the austistic 
barrier. 
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PROCEEDINGS 


The following membership changes r¢ 
by the Committee on Membership and approve 
Council were adopted at the annual meetin 
American Psychiatric Association in New \ 
May 19-23, 1947. 


APPOINTED TO ASSOCIATE MEMBERSH 
MAY 1947 


Allen, Arnold, 36 Oak Lane, Primos, Pa. 
Altman, George L., V. A., Fort Custer, Mict 
Asher, William M., Univ. Hosp., Ann Arbor, M 
Auer, Edward T., Percy Jones General H 
Creek, Mich. 
Baer, Irving N., Winter General Hosp., T 
Bjorklund, John H., Livermore San., Liver 
Borrus, Joseph C., 3325 17th St., Philadel; 
Branch, Charles H. H., 111 N. goth St., P 
3uell, Frank A., U. S. Veterans Hosp., P 


Burnett, Waldo E., 3223 W. Houston St S 


ex. 

Bush, Charles K., Jr., 750 S. State St., E 
Caviness, L. Harold, Hardin, San., Wor 
Cohen, Harry W., 4093 Lancaster Ave., P! 
Colby, Kenneth M., 2200 Post St., San F: 
Colett, Ilse V., Box 508, Norwich, Conn 


Combs, Joe D., Milledgeville State Hosp., M 
Ga. 

Conner, Loren E., Apt. E2, College Arms, S. 1 
West Chester, Pa. 

Cramer, Joseph B., Bellevue Psychiatric Hosp., N 

Cummings, Willard E., V. A. Center, Togus, M 

De Forest, Judith B., 156 E. 85th St., New Yor 

Eden, David, St. Elizabeths Hosp., Washi 


Edwardes, Arthur F., Wadsworth Gene 

Angeles 25, Calif. 
Everts, Kenneth V., V. A. Hosp., Ft. Custer, M 
Falick, Mordecai J., Pontiac State Hosp., Por I 
Fishbein, Isadore L., Institute of Living, Hartford z 
Fitzgerald, Orville M., Danville State Hosp., Dar 
Fleming, Peter D., Winter General Hosp., Topeka, K 
Ford, Elbert S. C., 111 N. goth St., Philadelphi 
Freeman, Richard V., V. A., Hosp., Los A: 
Gelbman, Frank, Albany Hosp., Albany, N. ‘ 
Gerson, Irvin M., Philadelphia State Hosp., P 


ra. 

Goldman, Abe A., Neuropsychiatric Instit 
Michigan, Ann Arbor, Mich. 

Louis A. & 2. Hos 


ex. 
Grant, Walter J., 5511 Kenwood Ave., Chicago, IIl. 
Guhleman, Henry V., Jr., Consultation Service 
Aberdeen Proving Ground, Md. 
Haddock, James N., Veterans Hosp., Lexington, Ky 
Hall, Henry K., Payne Whitney Clinic, 525 | 
New York 21, N. Y. 
Harrison, Irving B., N. Y. Psychiatric Insti 
168th St., New York, N. Y. 
Hawley, Katherine J., Bellevue Psychiatric ] 
39th St., New York 16, N. Y. 
Hisey, Lloyd G., 1025 Pine Ave. W., M 
Canada. 
a, Harold W., U. S. Naval Hosp., St. All 


Hunter, John A., Jr., Cleveland State Re 
Cleveland 9, Ohio. 

Jackel, Merl M., Winter V. A. Hosp., Topeka 

Kaufman, Bernhard, 750 S. State St., Elgin, I 

Kelly, Alex R., Jr., Univ. Hosp., Augusta, G 

Kavanagh, John J., 6710 Ridge Ave., Philad 

Kohl, Richard N., 525 E. 68th St., New \ 

Krieger, Howard P., 80 Washington Ave., Lawrer 

Kulka, Anna M., Worcester State Hosp., Wor 

Kurland, Albert A., 817 St. Paul St., Baltir 

Lathburg, Vincent T., 4401 Market St., Phi 

Lehman, Robert J., Percy Jones General H 
Fort Custer, Mich. 

Lief, Harold I., 1193 Beach oth St., Far R 

Margetts,, Edward L., Shaughnessy Hosp., \ 
B. C., Canada. 

McLaughlin, Blaine E., Dept. of Psychiatry, W 
Medical College, Philadelphia, Pa. 

oe, James T., 409 Oakland Ave., Pittsbur 
a. 
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Bend Cles mens E., State School, Wrentham, Mass. Figurelli, Francesco A., 88 Highland Ave., Jersey City, 
Benso n, George B., V. A., 226 West Jackson Blvd., Chi- a 
cago, iT File, Richard C., Peoria State Hosp., Bartonville; 
Bentc n, Tames H., 622 Ss. Henderson, Fort Worth 4, Tex Finkelhor, Howard B., 144 N. Dithridge, Pittsburgh, Pa. 
B Emil ]., Madison State Hosp., Madison, Ind Fischer, Martin A., 999 Queen St., West, Toronto, Ont., 
Berends n, Raymond G., Station Hosp., McC hord Field, Canada. 
_ Wash Fish, David J., Box 5, Howard, R. I. 
Berm n, Sidney, 1464 Columbia Rd., N. W., Washington, Fish, Jacob E., Toledo State Hosp., Toledo, Ohio. 
Fish, Vera J. W., State Howard, R. I. 
Dept. of Health, Parliament Fitzgerald, Robert State Hosp., Greystone 
1ttanooga. sidgs., Loronto, Canada. Park, N. 
B ynd, ¢ inton S., 304 MclIihenny St., Houston, Tex. Fleischl, Moria F., 1175 Park Ave., New York 28, N. Y. 
Harris- Boner, Albert J., 15 W, Main St., Madison, Wis Flynn, Herbert L., Mansfield Training School, Mansfield 
Boutelle, Louisa E., Columbus State Hosp., Columbus, Depot, Conn. 
Kans ; Ohio. 1 Ford, Walter L., V. A., Hosp., Waco, Texas. 
2, Ohio Bowers, Ffank C., State Hosp., Logansport, Ind. Frank, Jerome D., Walter Reed General Hosp., Wash- 
Bressler, Bernard, 58 FE Washington St., Chicago, III. ington 12, D. Cc. 


oe, Henry H., Mass. General Hosp., Boston 14, Frank, William G., N. H. State Hosp., Concord, N. H. 


é Mich Mass Frazin, Bernard, V. A. Hosp., Marion, Ind. 
Micl Br Ss, Ré el B., 124 St., New ae. Pe Friedman, Lawrence J., 230 S. Robertson Blvd., Beverly 
P Bryt, Albert, 245 Fort ngton Ave., x w York 32, Hills, Calif. 
Lig N. Y. Friedman, Samuel, Fairfield State Hosp., Newton, Conn 
Mich Buchn eier, Toseph A., Northern State Hosp., Sedro- Gamburg, Leo, 1630 Fifth Ave., Moline, Ill 
N. ¥ | ey. Wash. Gerlach, Lorenz F., Langley Porter Clinic, San Francisco, 
Mass | Burnett, Richard W., 1160 Fifth Ave., New York 29, Calif. 
Weyburn, Ginley, Francis M., 111_W. Drinker St., Dunmore, Pa. 
er Burnham, Robert C., Lt. Comdr., U. S. Naval Hosp., Ginsberg, Leon, Essex County Hosp., Cedar ‘Grove, N. J 
ns, N. Phils - phia, - c Godard, Clarence H., 696 E. Colorado St., Pasadena 1, 
ns Sutler, Francis H., Compton San., Compton, Calif Calif. 
jrentwood, Bychowski, Gustav, 49 E. 96th St., New York 28, N. Y. Goddard, Ernest S., Westminster Hosp., London, Ont., 
; Byrnes, Allen W., V. A. Hosp., Coatesville, Pa. Canada. 
Battle Cc bibbe, Peter L., Independence State Hosp., Indepen- Gold, Alex E., 133 E. 71st St., New York, N. Y. 
— _dence, Tow “ Goldfarb, Simon L., State Hosp., Northampton, Mass. 
Sth St., ( th n, Stuart N., N. J. State Hosp., Greystone Park, Golob, Meyer E., Veterans Hosp., Downey, III. 
ae Gordon, Gerald, du Pont Company, Wilmington. Del. 
Carley, Walter A., 360 St. Peter St., St. Paul, Minn. Gould, Louis N., Norwich State Hosp., Norwich, Conn. 
) Carnat, Morris, Col. Belcher Hosp., Calgary, Alberta, oe ay, John F., 200 Retreat Ave., Hartford, Conn. 
ia 39, Pa Canada ray, Paul H., U. S. P. H. S. Hosp., Fort Worth, Tex 
* N. Chalmers, Henry R., U. S. Naval Hosp., Bethesda, Md Greil er, Marvin F., 1300 University Ave., Madison, Wis. 
Montreal, Clapp, John S., 3811 O'Hara St., Pittsburgh 13, Pa Griswold, Wait R., U. S. Disciplinary Barracks, Ports- 
Clauser, William J., Boston Psychopathic Hosp., 74 Fen mouth, N. H. 
wood Rd., Boston 15, Mass Gross, Gertrude M., 433 Temple St., Yale Plan Clinics, 
Clayberg, Harold D., 1619 Exchange Bldg., 2nd and New Haven, Conn. 
4 ex Marion Sts., Seattle, Wash Guterman, Bert, 57 Commodore Rd., Worcester, Mass. 
I I Colony, Henry S., U. S. Navy Unit, U. S. P. H. S. Hosp., Guttman, David, Kings Park State Hosp., Kings Park, 
Fort Wort! Tex 
sae Constine, I is S., Jr., Cincinnati General Hosp., Cincin- Gysin, Walter M., 1436 Medical Arts Bldg., Omaha, Neb 
ae oe nati 29, Ohio Hammett, Van Buren O. 4401 Market St., Philadelphia, 
gee Cremer, William J., State Hosp. No. 1, Fulton, Mo Pa 
Criden, Frank M., Creedmor State Hosp., Queens Village, Harris, David I., 7300 S. Shore Dr., Chicago, Il. 
Harris, Ralph N., V. A. Center, Togus, Maine. 
, D’Amore, A. R. T., St. Elizabeths Hosp., Washington, Haskell, Cosa D., 141 S. Meridian St., Indianapolis, Ind 
Hawkes, James H., V. A. Hosp., Northport, L. 
NY Dancey, Travis E., 728 Brault Ave., Montreal 10, Quebec, Hayward, Malcolm L., 111 N. aoth St., Phil adelphia, Pa 
Canad Joseph, Hudson River State Hosp., Poughkeepsie, 
"eae Daniells, Helen E., 1303 York Ave., New York, N. Y Y. 
Pp tke, Roy A., Medical Center for Federal Prisoners, Hepbu irn, Charles - 23 E. Ohio St., Indianapolis, Ind. 
Art fj : Hersey, Thomas F. 291 Whitney Ave., New Haven, Conn 
: D., 7 Central Ave., Cornell University, Hertz, Phillip .) A. Facility, Lyons, N. 
P Heuser, Keith D., Colorado Psychopathic Hosp., Denver, 
1 Hosp., Mare Island, Calif Colo. 
d, 73 Cambridge ed Brooklyn s, N. Y. Hill, Lucey S., 2000 Tulane Ave., New Orleans, La. 
133 S. 26th St., Philadelphia, Pa Hoffman, Harry, 805 Park Ave., Plainfield, N. J. 
. U.S. Marine Hosp.. Ellis Island. Y Hoffman, Harry R., 6 N. Michigan Ave., Chicago 2, III 
{BEI A., U. S. Marine Hosp., Staten Island, Hoiland, Mabel, Grasslands Hosp., Valhalla 2, N. Y. 
Hollister, William G., 615 N. Wolfe St., Md 
DeFilippis, Ettore, 170, N St.. N Tashineton, D. ¢ Holtzman, Saul C., Kennedy V. A. Hosp., Memphis, Ten: 
Del ] : s G : 1 Market St 7 PI ie lelphi . Hughes, James A., Veterans Hosp., Gulfport, Miss. 
s 13, Mo e Lor Edward E., V. A. Hosp., Lyons Hulse, Wilfred G., 110 W. 96th St., New York, 25, N. Y 
Det | A 6 Benson St.. Camde N Hunter, Harriot, Colorado General Hosp., Denver, Cole 
Denny, Michael R., 1918 Twelfth Ave Alt a. ’ Ingham, Charles C., Norfolk State Hosp., Norfolk, Neb 
Dodge. Donald T.. Univ. of Pa. Hosp.. 24th and Spruce Isham, Asa C., O’Hara and Desoto Sts. Pittsburgh, Pa 
St.. Philadelphia, Pa Jackson, Arthur H., 111 W. Main St., Waterbury, Conn 
. Drews. R t S.. r2<00 B: street Blvd.. Detroit, Mich Jaeger, Jacob, Manhattan State Hosp., Ward’s Island, 
Dubner, Harold H., 2616 S. P Chicago, 111. N.Y. 
Dunn, R ert, A. Hosp Togas, ine. Jarvis, R., Sheppard & Enoch Pratt Hosp., Towson, 
3 Junner, Ada B ental Hyg linic, Des Moines, 4, Mc 
N. Y. lowa Jeffries, Benjamin, Wayne County General Hosp., Eloise, 
re] Duty, Joseph E Toledo State osp., Toledo, Ohio. Mich. 
Angeles Dyer, Robert S.. W. On N. Y William C., Jr., Colorado Psychopathic Hosp., 
ey Edelstein, Abraham, V. A. Hosp., Northport, L. I., N. Y Jenver 7, Colo. 
Ehrlich, Hilbert W., 860 Cone New York. Robert M., Wayne County General Hosp., Eloise, 
N.Y Mich 
acini Elpern, Sidney, 1749 Grand Concourse, Bronx 53, N. Y Johnson, Don E., r11 N. goth St., Philadelphia, Pa. 
? Engel, George L., Strong Memorial Hosp., Rochester, N. Y Johnson, Herman E., 6350 N. Clark St., Chicago 26, III 
ain Encl 333 Cedar St., New Haven, Conn Johnson, Max E., 1421 Napoleon Ave., New Orleans 
nd Ey A., Wadsworth, Kans. La. 
*. ane I Iniv. Hosp., Augusta, Ga. Johnston, Dorothy, Danville State Hosp., Danville, Pa 
het, Sey F Hosp., West Los Angeles 2s, Calif Jud ah, Leopold_N., V. A. Hosp., North Little Rock, Ark 
M | E. &rst St., New York, N. Y. Julay, Steven G., 2 W. 86th St., New York 24, t 
‘Ill Fe 3025 Belair Rd., Baltimore 13, Md Taracnek, Valeria, 1313 E. Ann St., Ann Arbor, Mich. 
. Wis. | soo Irving Park Blvd., Chicago 34, III Kairys, David, 154 E. 74th St., New York 21, N. 
Clorisos Fe 252 Seventh Ave., New York, N. Y. Kaplan, Leo A., 30 N. Michigan Ave., Chicago 2, Ill 
| 


erguson, James T., Winter General Hosp., Topeka, Kans. Katz, Hannah L., 1o7 River Rd., Grandview-on-the-Hud- 
1ew, Calif. Ferraro, Armando, 150 E. o3rd St.. New York, N. Y. son, Nyack, N. Y. 
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Kaufman, Samuel S., 285 Central Park W., 


Kells, Paul, 429 Ingraham Bldg., Miami 
Kempker, Adele C., Box 5, Howard, R. 


I 


Kendall, Bruce L., N. Y. State Psychiatr 


168th St., New York, N 


Kinsey, Jack L., 2316 E. Edgewood, Milw 
Klein-Lipshutz, Eva, 444 Central Park W 


Klemmer, Herbert, V. A. Hosp., Danville, 
N 


Kline, Nathan S., V. A. Hosp., Lyons, 


Knoch, Hubert S., 14149 E. Jefferson, Detr 


Koenig, Michael T., 43 E. Ohio, Chi 


Koff, Salmon A., V. A. Hosp., Mendota, 
; } 


Konopka, Benjamin S., State Hospital, 
Koren, Louis, Wayne Co. General Hosp 
Kotzin, Isadore, V. A. Hosp., Coatesvill 


Krush, Thaddeus P., Metropolitan State 
54, Mass. 


e, 
Krimsley, Joseph M., 2 Grace Court, Br 
Krinsky, Charles M., 302 State St., New 


Kurian, Milton, V. A. Hosp., Northport, 


aguardia, Attilo, Rm. 1207, State Office 


16, Ohio. 
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B 


Lamb, Francis O., 305 Blackstone Blvd., Pr 


Lathram, Marvin W., Institute of Living, 


Ave., Hartford, Conn. 


Laxson, Gerald O., V. A. Hosp., Ft. Mead 
Leslie, Walter, Camp Hill Hosp., Halifax, 
Lhamon, William T., 525 E. 68th St., New 


Lipshutz, Daniel M., 444 Central Park 


Lipson, Harry A., 1os15 Carnegie Ave., 


Loeser, Lewis H., 188 Clinton Ave., New 
Longan, Robert C., Jr., 810 W. Franklin 


a. 
Loomie, Leo S., Jr., U. S. Disciplinary Barracks, 


Island, San Pedro, Calif. 
Losada, Camella A., Box 
Lotesta, Pasquale D., 681 Cl 


Summit, 


Ludwig, Alfred O., 101 Bay State Rd., B )s 
Lyons, John W., U. S. Naval Hosp., Philad« 


MacPherson, Alexander D., Provinci 


arkson Ave., 


il 


N 


Marsh, Earle M., 384 Post St., San Franc 
Martin, Peter A., Pontiac State Hosp., Por 


Masiello, Carmen J., 1200 Central. Ave., 
Mason, Percy, 2060 Valentine Ave., Nev 
Matthews, Rudolph S., Edgewood Sanitor 


| 


Matzner, Irving A., 1213 Court St., Utica, 


McIntyre, Campbell M., Hospital for 
Selkirk, Manitoba, Canada. 


Met 


McLurg, John J. A., Regina General Hos} 


Canada. 
Meislin, Jacob, V. A. Hospital, Bedfor 
Meltzer, Theodore, 629 Marcy Ave., Bri 


Mecurio, Frank, V. A. Hosp., Coatesvill 


7 


e, 


Meshken, Jacob, 928 Lafayette St., Bridge 


Metcalfe, Earl V., 24 Renwick Ave., Londo 


Meyersburg, Herman A., 1012 Colley Av 


Michaels, Abraham J., 7123 Fourth Ave., 
N. Y 


Michie, Thomas C., Provincial Mental 


Alb., Canada. 


Micon, Leonard, 500 W. Montgomery Ave 


Miller, Robert B., 75 Bowers St., Jerse 

Millett, Henry S., 351 Orchard Lane, H 

Mishelevich, Sophie, 3008 W. Grand 
Mich. 


Mogtader, Majid, Pilgrim State Hosp., West 
I N. Y 


e., 


y 


> 
> 


Blvd., 


Molholm, Hans B., 1420 Gratton St., St. Li 
Monohan, Thomas A., State Hosp., Danville, 


Moore, Burness E., 333 Cedar St., New 


Moore, George E., 111 N. goth St., Philadel; 


Morales, Juan E., 1421 Napoleon Ave., 


Mortell, Edward J., St. Elizabeths Hosy 
D. C 


Morton, Benjamin F., Medical Arts Bldg., 


Ala 


Moses, Leon, 400 Ft. Washington Ave., 


Muller, Gertrude, 5 Congdon St., Provider 


Myerson, Paul G., 171 Bay State Rd., 


B 


Naramore, James T., Larned State Hosy 


Natsui, Dorothy S., Jol Hopkins Hos; 
Nelken, Sam, 408 Cherokee St., New ( 


Newkirk, Paul R., Northern State Hosp., 


Wash. 


Nickel, Kenneth C., Ypsilanti State Hosp., Y; 


Noran, Harold H., 4 Orchard Lane, Min 


Nordlicht, Stephen, 303 Lexington Ave., New rl 
Ocko, Felix H., Comdr. M.C., Psychiatric Div., 


Hosp., New York 16, N. Y 
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, Mich DeJarnette State Sanatorium, Staunton, Serger, Irving L., Crile V. A. Hosp., Cleveland, Ohio. 
Dak omen Milton M., Stony Lodge San., Ossining, _ Ss 
Cor illis L., Jr., Winter General Hosp., Topeka, 3erthelsdorf, Manhattan State Hosp., Ward’s 
ork 25 Island, N. 
-arl F., ro E. 8sth St., New York 28, N. Y. 3lack, Albert Vincent, State Hosp., Dayton, Ohio. 
De umuel, 304 Vine St., Hartford, Conn. Bobowiec, Basil B., V. A. Facility, Canandaigua, N. Y. 
h G., Essex County Hosp., Cedar Grove, N. J Boldt, Wal lemar Harris, Binghamton Training School, 
R ke R., V. A. Center, Los J 25, Calif. Binghamton, 
55 E Washington St., Chicago, Iil. Bolton, Leonard James, State Hosp., Dannemora, N. Y. 
I ine, Peoria State Hosp ia, Il. 3ond, Douglas D., Univ. Hosp., Cleveland 6, Ohio. 
( eterans Hosp ll. Bondar, H. Kelliher, Med. Arts Bldg., 142 Joralemon St., 
I Pe m, 1108 Peoples State iF tiac, Mich. Brooklyn 2, N. Y. 
ler, 151 E. 83rd St., New York 28, N. Y. Boshes, Louis D., 535 Cornelia Ave., Chicago, III. 
NN, 4 liam J., 2500 Third Ave., St. Petersbu irg, Boswell,  § ade Hampton, 710 W. 168th St., New York 
a “la. 32, IN. 
Md “horpe-Carr, Agnes C., Mississippi State Hosp., Whitfield, Bounds, Joseph B., V. A. Hosp., North Little Rock, Ark 
Iowa is eae an, Maxwell, 490 Post St., San Francisco 2, Calif. 
Cont Spring Grove State Hosp., Catonsville 28, Brauer, Paul H., 14 E. 62nd St., New York 21, N. Y. 
k Kans Braunlin, Edgar Louis, 1900 Wayne Ave., Dayton 10, 
Win W., Stockte on State Hosp., Stockton, Calif. Ohio. 
i eths Hosp., Washington, D. C. Bremner, Walter Vernon, c/o Canada House, Trafalgar 
isaiihaintie Mass. Square, London S. W. 1., England. 
I . 6, Towson 4, Md Brenner, Charles, Montefiore Hosp., New York 67, N. Y. 
> S. Naval Hosp., Bethesda, Md. srillinger, Harold Roy, 39 Ottawa St. S., Hamilton, Ont., 
57 W. s7th St., New York, N. Y. Canada. 
Phila L., 4487 Westminster Pl., St. Louis, Mo. Brownstein, Samuel R., 444 North Bedford Drive, Beverly 
R., Ministry of Health, Quebec, Canada. Hills, Cal ~~ 
h, Tex Marshall San., Troy, N. Y. Bruch, Hilde, 410 Central Park W., New York 2s, N. Y. 
Col rt G., 3718 Travis St., eos on, Tex. 3ush, sca Kahni, 2627 S. Clarkson St., Denver 10, 
A., Wallace San., Memphis, Tenn. Colo. 
Wis M., Winter V. A. Ho ao. Topeka, Kans. Cammer, Leonard, 130 W. 12th St., New York 11, N. Y. 
Orange 3101 Fannin St., Houston 4, Tex campbell, Ernest Albert, 925 W. Georgia St., Vancouver, 
F., 2631 Woodward Ave., Detroit, Mich. : , Canada 
2 Calit i. Mily waukee County Hosp., Milwaukee, Campbell, John D., 26 Linden Ave., N. E., Atlanta, Ga. 
‘aprio, Frank S., 1835 Eye St., N. W.., Washin; gton, D. C. 
J., Suite 717-719 Cailf. Med Bldg., Card, John Ford, 209 Webster St., San Francisco 15, 
1 Valle St., Los Angeles 1s, Calif. Calif. 
6 Poplar St., Elmsford, N. Y Carra, Angelo, V. A. Facility, Northport, L. I., N. Y. 
W ile 1 A., 30 E. 60th St., New York, N. Y. Cash, Paul Thalbert, 607 Med. Arts Bldg., Omaha, Neb 
%., 127 Maple St., Springfield 5, Mass Cattel, James Paul, Apartment 10, 421 W. 121st St., New 
, Mass. Wick, Samuel, 218 S. Fifth St., Las Vegas, Nev ; a i 2 
J Wiggins, Charles H., V. A. Hosp., North Little Rock, Ark. Stella, 151 E. 83rd St., New York 28, N. Y. 
Baltimore Winkler, Emil G., 24-21 27th St., Long Island City 2, Anne L., 295 Central Park West, New ¥ork, N. Y 
N. Y Max M., 8725 Bay Parkway, Brooklyn 14, N. Y. 
Mass Willi G., \ ns Mental Hygi Clit George M., V. A., Minneapolis 6, Minn. 
Cor ( I I tte & St. Paul Sts Md h Robert S., 110 Courtney Bldg., 11th & K 
N. ¥ Wils R z1o Ye S Vancouver, B. C., Canada. St . Wash. 
I Wr H S., 345 Gre Ave., West Orange, N. J Dallis, , 2204 Michigan St., Toledo 2, Ohio. 
SS Yeager, Charles L., V. A. Hosp... Waco, Tex Damm, Walter P., State School and Home for Feeble 
Yochelson, Leon, St. Elizabeths Hosp., Washington, D. C Minded, Redfield, S. Dak. 
\ \ 1, Bernard, 481 Beacon St., Boston, Mass Davis, Daniel, Veterans Hosp., Legion, Tex. 
Diego, figarelli, Joseph F., 275 E. 18th St., Paterson, N. J Dean, Edward S., Univ. of Calif. Hosp., San Francisco 22, 
Ziman, Edmund A., St. Elizabeths Hosp., Washington, Calif. 
N.Y D.C Doherty, William R., State School & Colony, Nampa, 
ngton Zuska Albert J.. 262 Central Park Ave Chicago 23, Ill Idaho. 
Donovan, Patricia, 115 E. 61st St.. New York 21, N. Y. 
(352) Dorr, Thomas O., Winter V. A. Hosp., Topeka, Kans 
( N. \ Dryer, Raymond B., Poynette, Wis. 
' Dunn, Maurice, V. A. Hosp., Gulfport, Miss. 
S REINSTATED AS A MEMBER, MAY 1947 Dunsworth, Francis A., Dept. of Veterans Affairs, Camp 
Hill Hosp., N. S., Canada. 
N. ¥ ] r, Edith M., 2845 University Ave., Bronx 63, N. Y. Easton, Donald R., 11128 85th Ave., Edmonton, Alberta, 
wer Chambers, Noble R., 713 E. Genesee St., Syracuse, N. Y la. 
H ey | Veterans Hosp., Tusl Al E t, John J., Cmdr., M.C., U. S. Naval Hosy 
I e W., U. S. M e Hosp., Staten I I rleston, S. C. 
\ , Hugo, 1711 Morris Ave., Bronx, N. Y. 
\ ( J I Ave., | 2 a ng John M., Maj., M.C., Letterman General Hosp., 
R. I I Manship St Miss Francisco, Calif. 
: ( 3 Livingston A New B swich Id Fred, Capt., M.C. McCormack General Hosp., 
J Pasadena, Calif. 
) ) Fidler, Jay Wagner, Jr., 591 Morton St., Boston 24, Mass 
ro-W oolle Fleeson, William, 1409 Willow St., Minneapolis, Minn 
Frankl, George, 1176 E. 65th St., Kansas City s, Me 
N. \ .ANSFERRED FROM ASSOCIATE MEMBER TO Freeman, Rowland G., Jr., 47 Bay State Rd., Boston 15, 
Il MEMBER, MAY 1947 Mass. 
Kan: Freund, Julius D., 2828 S. Prairie, Chicago, Il. 
Col Alderman. Terome E.. 712 E. Tefferson St.. Syracuse. N. Y Friedman, Arnold P., 71 E. 77th St., New York, N. Y. 
Allen. Joseph E.. re South Ave.. Rochester, N. Gail, Irving A., V. A. Hosp., Lexington, Ky. 
Eloise Alpert. Herman S.. Mareyv State Hosp.. Marcy. N. Y. Gallaher, Paul C., American Natl. Bank Bldg., Shawnee, 
Ammerman, Ha H., Office of Surgeon General, Was Okla 
Gartshore, Hendrie L., 450 Sutter St.. San Francise 
J t son, R rd W 81 Commonwealth Ave., Boston Calif. 
17, N. ¥ Mase Geller, Joseph J., 436 Spring St., Elizabeth, N. J. 
, Ill Apffel, Phillip R., Westborough State Hosp., Westborough, Geoghega in, John J., Ontario Hosp., London, Ont., Canada 
r M Geshell, aniey W., V. A., 1108 15th St., Denver 2, Colo. 
: K 2 ; H t J., Home Bank Bldg., Annex 2218 Glass, kn ah E., 21 Fruit St. Worcester, Mass. 
North Third St.. Milwaukee 12, Wis Glueck, Bernard St., New York, N. Y 
18, Pa Arvens, Richard G.. Nar State Hosp., Imola, Calif Golden, Morton M. 144 Willow St., ‘Brooklyn ae # 
tockville, Bailey, Pearce, 3232 Reservoir Rd., N. W. Washington 7, Goldman, Douglas, "32 » Provident Bank Bldg., Cincinnati, 
nD 2, Ohio. 
I Baker, Calvin L., 1960 W. Broad St., Columbus, Ohio Gottesfeld, Benjamin H., 4 Vernon St., Hartford, Conn. 
ton, Conn v, Harold, Elgin State Hosp., Elgin, III Grand, Henry G., 90-28 sand Ave., Elmhurst, L. 1, N. Y. 
7 Bart Ralph W., 626 Med. Arts Bldg., Grand Rapids, Gray, Richard W., State Hosp., Lincoln, Neb. 
klyn 10, Mich Green, Si tn ey L., 1roso Ocean Ave., Brooklyn 26, N. Y 
Belmor Herman S., 5419 Chestnut St., Philadelphia, Pa Groom, Dale L., Mayo Clinic, Rochester, Minn. 


a ¢ Bercel, Nicholas A., 212 S. Gale Dr., Beverly Hills, Calif. Grossman, Maurice, V. A. Facility, Palo Alto, Calif. 
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Gundle, Sigmund, Capt., M.C., 6336 Sut! 
9, Mo. 

Hague, James D., Lt., M.C. 156 Eastland 

Hamilton, Henry J. N., 2298 Laguna St 
15, Calif. 

Hastings, Donald W., Univ. of Minn. 
neapolis 14, Minn. 

Hawkins, Henry M., Veterans Hosp., M 

Hawkins, James R., 1027 Carew T 
Ohio. 

Hendricks, Roger C., V. A., Seattle, Was 

Hermann, Maurice E., 
N.Y 


Hesser, Frederick H., Duke Univ., Durl 


e! 


Veterans Hosp., N 


Hill, Owen J., Tulsa Clinic, 915 S. Cincit 


Okla 

Hirschberg, J. Cotter, Colo. Psychopathic 
Colo. 

Hoagland, Thomas V., 
Mich. 

Hoekstra, Clarence S., Psychiatric Liai 
Gen. Hosp., Denver, Colk 

Horton, William D., Winter V. A. H 

Jessico, Charles M., Duluth Clinic, Dulut 

Jordan, Paul H., V. A. Mental Hygiene 
Adams St., Chicago, Il 

Kamm, Bernard A., 818 N. Hyde Park BI 

Kaplan, Charles, 6394 Monitor St., Pitt 

Kaplan, Samuel, 55 Bay 32nd St., Br 


Ypsilanti State 


Kapp, Frederic T., Central Clinic, Gen. H 


29, Ohio. 
Kelman, Norman J., 788 Riverside Dr., 


Kimbell, Isham, Jr., V. Az Hosp., Fort ¢ 
Klow, Sidney D., 750 S. State St., Els 
Koenig, Frank J., 14:8 Professional B 
6, Mo. 
Kramer, Frederick H., Philadelphia St 
delphia 14, Pa. 
Kriegman, George, RFD 11 B332, Richt 
Krumbiegel, Stanley E., Federal Corr« 
stone, Minn. 
Kupper, Herbert I., 230 S. Robertson Bly 
al 


Kibbe, Milton H., 10 Chestnut, Sprit 


H 


H] 


Kupper, William H., Veterans Hosp., W: 


Calif. 
Lascara, Vincent E., Dix Hill Hosp., Ra 
Laufer, Maurice W., 83 Dyer Ave., Riv 


Laughlin, Henry P., Lt. Comdr., | S 


Bethesda 14, Md. 

Leonard, Charles E., 1212 Med. Arts 
City 2, Okla. 

Leslie, Roland A., V. A., Cincinnati, O1 


B 


Lipton, Samuel D., 5532 S. Kenwood Rd., 


Lynn, Harold P., 619 S. First Ave., At 
Lyons, James H., U. S. Naval Hos} 


Mackinnon, Harry * 820 Third Nati na 


2, Ohio. 
Madow, Leo, 4210 Manayunk Ave., Phil 
Majka, Frank A., Veterans Hosp., Des 


Maganiello, Louis, O. J., Univ. of Md. Med 


wood & Greene Sts., Baltimore Md 
Marasse, Henry F., Amherst H. Wilder 
Clinic, 279 Rice St., St. Paul, Minn 
Marcus, Irwin, M., 659 Cornelia Ave., ‘ 
Margulies, Murray E., 1827 67th St., 
Martin, Franklin, Jr., 

Conn. 
Mason, Aaron S., V. A., Downey, Il 
Maymi, Jose R., 7og Fernandez Jun¢ 
Puerto Rico. 
McKee, John S., Jr., State Hosp., M 
McKnight, William K., Friends Hosp., | 
delphia, Pa. 
McMullin, John F., 
San Diego, Calif. 
Michaels, Joseph, 760 Grand Concourse, 
Mills, John W., 1027 Welfer St., Pittsbu 
Molle, S. Albert, 9200 Olympic Blvd., Bev 
Montague, J. Allison, 26 W. Ninth St 


Norwich Stat 


Comdr., M:C., U. 


Morton, David P. M., V. A. 128 N. B 


delphia, Pa. 


Meuhlig, G. Kenneth, Medical Arts Bldg 


Murphy, William F., 18 Mellen St., ‘ 
Nagler, Simon H., 4105 Kings Highw 


Nersessian, Aznive, 2 George St., Norw 
Nixon, Charles E., 452 Haberfelde Bl | 


Obers, Samuel J., 177 E. 77th St., New ‘ 


Osborne, Raymond L., 151 E. Central 


Ostow, Mortimer, 2 Sealy Dr., Cedarhur 
Perkins, George L., 58 E. Washington 
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ee. oe Binger, Carl A. L., 125 E. 73rd St., New York 21, N. Y. Owen, Joseph W., 550 Park Ave., New York, N. Y. 
jlain, Daniel, V. A., Washington, D. C Paster, Samuel, Kennedy Veterans Hosp., Memphis, Tenn. 
<. Md | Blackwelder, Robert G., State Hosp., Raleigh, N. C. Peatick, George E., Roosevelt Blvd. & Southhampton Rd., 
y rill, Norman Q., 1712 Rhode Island Ave., N. W., Wash- Philadelphia 14, Pa. 

gton, D. C Pessin, Joseph, 1510 N. Pass Ave., Burbank, Calif. 

8, N.Y Brody, Mathew, 41 Eastern Parkway, Brooklyn 17, N. Y. Peters, John R., Pewee Valley Hosp., Pewee Valley, Ky 
Rock, Ark Cameron, Dale ¢ U. S. P. H. S. Headquarters, Wash- Pleasants, Edward N., N. J. State Hosp., Marlboro, N. J 
| ington 25, D. C Prescott, Blake D., 200 Retreat Ave., Hartford, Conn. 
Rock, Ark Campbell, Coyne H., 131 N. E. Fourth St., Oklahoma Raines, George N., 119 Aspen St., Chevy Chase, Md. 

! City, Okla Rheingold, Joseph C., 526 W. State St., Rockford, II. 
Chittick, Rupert A., Vermont State Hosp., Waterbury, Vt. Rickles, Nathan K., 509 Olive St., Seattle 1, Wash. 
Cotton, Henry A., Jr., Dept. of Institutions & Agencies, Ruesch, Jurgen, Langley-Porter Clinic, San Francisco, 
Mem State Ofhce Bldg., Trenton, N. J. Calif. 
y ) htl Fort Worth, Tex Rupp, Charles, 133 S. 36th St., Philadelphia, Pa. 
Dewan, , 112 College St., Toronto, Ont., Canada Russman, Charles, Conn. State Hosp., Middletown, Conn 
. Dickel, Herman A., 707 Medical-Dental Bldg., Portland Saxe, Earl, 122 E. 82nd St., New York 28, N. Y. 
! 5s, Ore Scott, John J., 10 Columbia Terrace, Weehawken, N. J. 
Ohi Dixon, Henry H., 707 Medical-Dental Bldg., Portland Semrad, Elvin V., 591 Morton St., Boston, Mass. 
ton, D. C s, Ore Small, S. Mouchly, 210 E. 68th St., New York 21, N. Y. 
O ns Vil- Eissler, Kurt R., 6 W. 1rsth St., New York 11, N. Y Spotnitz, Hyman, 41 Central Park West, New York 22, 
arrell, M Im J., Walter Fernald State School, Box a A 
\ C, Waverly 78, Mass Stoloff, Emile G., 16 E. 77th St., New York 21, N. Y. 
N. Y Flaherty, James A., 2 Bala A , Bala-Cynwyd, Pa Sugar, Carl, 167 E. 82nd St., New York 28, N. Y. 
Wis | . \ r N 3 W th St New York 19, N. Y Van der Heide, Carel, 156 N. Almont Dr., Los Angeles, 36, 


Alexander, 55 E. 65th St., New York 21, N. ¥ Wagner, Philip S., 1013 N. Charles St., Baltimore 1, Md 
sé enhill, M e H., Duke niv. School of Med., Dur Walker, Gale H. Polk State School, Polk, Pa. 
n, N. ( Whitehead, Duncan, Brooklyn State Hosp., 681 Clarkson 
Calif » W m H., 8 S. Michigan Ave., Chicago, III Ave., Brooklyn, N. Y. 
H n. ( rd B., 617 Maver Bldg., Portland. Ore Williams, David B., Veterans Home Hosp., Napa County, 


O., V. A. Hosp., ( itesville, P Zimmerman, Joseph, 118 Eighth Ave., Brooklyn 15, N. Y 


Vork. 1 \\ ell 617 Bldg., Port Ore. (75) 


REINSTATED AS A FELLOW, MAY 1947 


Dawson, Dudley T., 1534 21st St., Lincoln 2, Neb. 
! n, Alvin B. C., V A. Central Office, Room 884, Carter, Martin G., 1200 N. State St., Los Angeles 33, 
vo, Ill Washington, D. Calif. 

<rair Samuel H., 30 N. Michigan Ave., C I. (2) 


nt., Canad —— a W. ssth St., New York 19, APPOINTED TO CORRESPONDING MEMBERSHIP, 


4] | Henry A 5 VW rd Ave cents Rit Bermann, Gregorio, 9 de Julio 406, Cordoba, Argentina 
| | santi, Avelino Pessoa, Estrada de Ferro Central d 


A ~ HH x Rio de Janeiro. 
rsteller, A. A., Bureau of Med. & Surgery, Navy Dept., 
} (2 
Mass Washir n, D. ¢ 
Cl Messinger, E: vist Ave., Forest Hills, I 


DC M Charles Eastern State: Hosp... Medical APPOINTED TO HONORARY MEMBERSHIP, 
rs, Ill Lake, W: 2, MAY 1947 


Morad, P “Ee W. ] n St., New Britain, Conn. Gen. Paul D. Hawley. 
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SUCCESSFUL TREATMENT] BITAL 
POISONING ' 


SAMUEL LIEBMAN, M.S., M.D., 4 KA, [1 


We are reporting the successful treat rubber tubins 
of a case of phenobarbital poisoning ' terization 0: 
chronic alcoholic, who took about 10 
of phenobarbital in a suicidal attempt gigas 
received 2,526 mgms. of picrotoxin. We | | 
lieve this to be the largest reported d t ntinued t 
picrotoxin used with recovery. 

The use of picrotoxin in barbiturat Ge 
soning has been reviewed by 1. W. | + wee dectied 
(1); J. Dorsey(2) ; D. L. Burdick and |] ice. It was 
Rovenstine(3) ; C. J. France, M. nute int 
and F. F. Yonkman(4); and A eae 
son(5). 

CasE REPORT 

Mrs. R. H., 34, a chronic alcoholic, was admitt ped stror 
to the North Shore Health Resort, May response 
in coma for 18 hours. After recovery, s! 
she had taken about 100 one-and-a-half gt t t I 1 
lets of phenobarbital in a suicidal attempt 
drinking one and a half quarts of whis! 
had received no treatment prior to admissi tly but wa 

Physical examination revealed a wel rt grat 
white female, who was comatose and ay 
moribund. Her pulse was 110, weak and t 
temperature 101.6 rectally, respirations 24 
and intermittently of a Cheyne-Stokes ty; til ry lethargic 
pressure 110/70. E.E.N.T., heart, lw 
domen were essentially negative except 1 t vide awakt 
urinary bladder which was distended to toxin. The 
umbilicus and yielded 1,400 c. c. of urine 
erization. Neurological examination reveal 
pupils, normal fundi, normal cranial n 
and equal reflexes bilaterally, with no patl complicatior 
reflexes. hv 

Laboratory findings included normal urin« 
2,650,000; Hb. 12.8 grams; W.B.C. 9,850; d Tu ling la 
tial count—polymorphonuclears 90%, lymy therm} 
10%. Kahn test was negative. The spin 
and electrocardiogram were both normal 

During the first 24 hours of hospitalizat 
patient developed rales in both lungs for \ phe r] | isoning in a 
she was given 30,000 units of penicillin — ted. in which the 
hours, in addition to continuous oxygé¢ 
thousand c.c. of 5% dextrose in normal sal bce crm 
given intravenously. The patient was turn¢ vas comatose 
quently from side to side, and suction was 1 » | r 149 hours. 
maintain an adequate airway throughout her fad ms. of picro- 
tose state. She received 16 c.c. of metrazol, gi : a 
of caffeine sodium benzoate, 14 c.c. of cor | —— reported 
120 mgms. of benzedrine sulfate, and 330 n pic! irbiturate pol- 
picrotoxin. The picrotoxin, metrazol, and benz I t patient. 
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COMMEN | 


PAX 

We are told that science knows no nati eflect te newhat the 
boundaries. For the most part we believe tment t been felt in 
this to be true. All will not be well wit nti edi of the first 
science until it is one hundred percent t t sociation in 
Painful exceptions, however, are not w ptet : 17. There was 
known. Distortions of scientific data ar t rsy that not all 
reasoning in Germany under Nazi domi t if genda could be 
tion were incorporated in the credo of It r example, con- 
state. Scientific oddities have also emers nship between the 
from behind the fron Curtain.’ tor ich time was con- 

But least of all sciences can medicine | rouments over the 
hemmed in by political boundary lin rticl RB \n unpleasant fea- 
its thinking and planning determined by the bloc voting by 
tional interests, narrow or wide. Having nt ,’ merica. which did 
mind the traditional ethical goals of medi t lessen the tet the atmosphere 
and having in memory the shining exam] ritical delegates from 
of attainment of those goals by doctors in thes nirie t of the Chamber. 
the armed forces in many theaters of wai ree British Medical 
the crimes of certain German physicians i1 eee eee eae Sept. 27, 1947) 
the recent war are so shocking as to | 14 
almost incredible. A contrasting pictur 
scientific integrity and _ steadfastness thea TINA 
furnished by the doctors of Norway? w 
refused to be stampeded by the Quisling but 
Nazi bullies. 


The credo of medicine implies that doct 
of all countries should find it possible t 
and work together with a reasonable m« 
sure of harmony and to agree upon su 
fundamentals as patient and honest obse1 
tion and research have been able to estab! 
The art of living and working together cor 
fortably is the essence of mental hygi 
and it seems not too much to expect 
those who build upon the Hippocratic four 


tunate aspects 
Medical \s- 
\t its birth, 
ted. English, 
lared to be the 
yates will not 


+} 


the medical 


Cl ha registered its 


dation should set an example in social livi mnatiot rimes of German 
and collaboration. We remind ourselv 
however, that the medical profession, aft | tes to t rst assembly did not 
all, constitutes only a cross section of t that t might have done, but 
partially educated and imperfectly self-dis le, and it is to be 
plined sector of the community and shar ul that 1 \ will become a 
the strength and the weakness of its | potent lue n | ing the social as 
compeers. I] the | th of all mankind. 
material rst year’s organi- 
1£.g., MacArthur: A Glimpse behind the ( n and operatios e guaranteed by a 
tain. Genetics in the U. S. S. R. Am. J. Psych : 


July, 1946 \merican Medical 
2 Vid. The Gjessing Affair. Am. J. Psychiat hve years. 
(Comment). Jan., 1942. it is fortunate that the me, “World Medical 
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\ssociation,”’ was adopted, and that the term 
“international’—currently all too suggestive 
was not allowed to creep into 
the official designation. 

The purpose of this comment is to say that 
medicine needs more mental hygiene. It is 
needed not only in the curricula of medical 
schools as an instrumentality that doctors 
may use in dealing with patients ; it is needed 
in the lives of doctors themselves. It is one of 
those things that can be taught best by ex- 
ample. 


of disunity 


It is needed in the organization of 
hospital staffs and of medical societies, facul- 
ties, and bodies of all kinds. And it will be 


indispensable in the activities of the World 
Medical Association. There should be at 
least one organized body with world repre- 
sentatives who can deliberate together, form 
policies, and make decisions by peaceful 
means in an atmosphere of freedom from 
fear, suspicion, and self-will. 

To promote world peace means to ensure 
peace of mind to the people of the world. 
Peace of mind and equanimity, the aequa- 
nimitas that Osler preached, signify healthy- 
mindedness. And healthy-mindedness on a 
world scale, if such were ever possible, would 
be the basis of decent social life on this planet. 


IMPORTANT NOTICE 


CHANGE OF DATE AND PLACE OF 
1948 ANNUAL MEETING 


Owing to circumstances entirely beyond the control of the Asso- 


ciation and of the local Committee, it has become necessary to post- 


pone the Association’s visit to the Pacific Coast. 


A careful canvass of the country indicates that the only large city 


with facilities available at a suitable time is Washington, D. C. Ac- 


cordingly the Council has voted to hold the 1948 meeting in Wash- 


ington May 17-20, 1948 inclusive. 


The Headquarters Hotel will be the Statler, and a sufficient num- 


ber of rooms have been guaranteed by the Statler and nearby hotels 


to assure ample facilities for the fellows, members and their families. 


WINFRED OVvERHOLSER, M. D., 


PRESIDENT 


| 


NEWS AND NOTES 


INTERNATIONAL CONFERENCE ON reign scientists 
CHOSURGERY.—The date set for the Interna t I t and we are 
tional Conference on Psychosurgery t 
held in Lisbon has been changed to the first pe a psi 
week of August, 1948. This change has bee: ' ceeiaees “oll 
made to give those who wish to attend t t ting only to the ex 


International Congress on Mental Health t mplemented. If they 


be held in London later in August an op] 
tunity to do so without loss of time. 


WALTER FREEMAN, M. D. t t ts at the present 

Chairman, United States Committ aS ntries of Europe, 

it of lence are in 

Dr. WHITEHORN LECTURES IN S1 

HOLM.—Douring his vacation in Europe this tual 

past summer, Dr. John C. Whitehorn, t commodities 
rector of the Henry Phipps Psychiat frustration! 

Clinic of the Johns Hopkins Hospital, visit “I von : 
Stockholm, where he had been invited t Pree: 


give a series of lectures. th what t t tionable how long 
their deter: hstand the 
And the 


ntries by 


Dr. BOwMAN ON OFFICIAL YVISI1 


CuiInA.—The World Health Organizatio1 
invited Dr. Karl Bowman, Medical Superit t restrict 
tendent of the Langley Porter Clinic, Sar t t w scientific 
Francisco, to proceed to China to assi to si hnical support. If 
the establishment of the National Neuro; na pon 


chiatric Institute at Nanking. Dr. Bow: 
left for China by air August 12. It is esti 
mated that his mission will require ab 


three months. BY THE 
new program of 

Dr. BURLINGAME’S IMPRESSIONS OF | announced 
DITIONS IN Evurope.—In reply to a requ the ] Mastin 
for his impressions from recent visi Fis r an opportunity 
Britain and the Continent, Dr. C. C. Bur 
game, Chairman of the Committee on Pul ane irbieiae 
Education of The American Psychiatric A 
sociation, submitted the following brief « ad he purpose of 
ments: the pr to John M. Russell, 
“During my two recent trips abroad, on vy Executive Dire { Foundation, is to 

I had the honor to represent the American |] ttract 1 h-1 t to academic medi- 


chiatric Association, I was rudely awakened t 
fact that back here at home we have been { 
to recognize Europe’s basic needs in science 


scientists 


sistance for 


medicine. period up t [he program will 
“Naturally American medicine is most an» ( nduct ! tion with accredited 

to benefit agai 1e glory 1 
fit again from the glory and product nited States and 


that belonged to European science before tl 
Wartime barriers were no sooner down thar 
dispatched emissaries to consult with European n ; 

of medicine about scientific progress in these past mually for a 5-year period toward the sup- 


I iyable to the 


e rate of $5,000 an- 
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port of each successful candidate or his re- 
search or both, will be available beginning 
with the academic year, 1948-49. 

Candidates will be recommended by medi- 
cal schools and will be limited to young men 
and women with a particularly strong in- 
terest in research and teaching in any of the 
clinical or preclinical sciences or in the 
sciences basic to medicine. The young scien- 
tists chosen will be known as “Scholars in 
Medical Science.” 

The Scholar program places the emphasis 
on the personal qualities and scientific and 
teaching abilities of the men and women 
chosen, rather than upon particular research 
projects or teaching fields in which they may 
be interested. Persons interested in being 
considered as candidates for these grants are 
referred to deans of accredited medical 
schools for further information. 


Dr. DEARBORN BECOMES PROFESSOR 
Emeritus.—Dr. Walter F. Dearborn was 
made Emeritus Professor of the Harvard 
School of Education as announced at last 
commencement. Primarily a teacher, he 
studied medicine as a liaison between the 
fields of psychology and psychiatry. When 
the Boston Psychopathic Hospital opened as 
a teaching center he took advantage of the 
friendship of Dr. Southard to bring his 
classes there to study behavior problems of 
children. 

He also, for many years, took his classes 
for a course in the study of mental defect as 
it affects children in the classroom, to Dr. 
Fernald at the school in Waverley. He 
realized the need of teachers to have an in- 
sight into the emotional disturbances of chil- 
dren and how their conduct was conditioned 
by them. Dr. Fernald lent his enthusiasm 
to this work which was continued until tem- 
porarily interrupted by World War II. 

Although retired as head of the department 
at Harvard, Dr. Dearborn has been active 
this summer in giving his course for students 
at the University of Michigan. We trust 
that he will continue his excellent work. 

RorscHAcH INsTITUTE, INc.—The re- 
search committee of the Rorschach Institute 
has organized a system for following current 
Rorschach research in the various applica- 


tions of the method. A slate of correspon- 
dents will be published in the new “Ror- 
schach Research Exchange and Journal of 
Projective Techniques.” These correspon- 
dents will act as clearing agents for informa- 
tion on unpublished research and as critics 
for annual reviews of published work. They 
will be corresponding with workers known 
to be engaged in investigation in each of their 
particular fields. Notices about new projects 
or requests for information should be sent 
to the appropriate correspondent, or to one 
of the co-chairmen of the committee: Mrs. 
Pauline Vorhaus, 27 West 86th Street, New 
York, or Dr. Donald Ross, Verdun Protes- 
tant Hospital, Montreal. It is particularly 
requested that anyone engaged in a research 
project which is not known to the correspon- 
dents should drop a line stating the plans. 
This system has been organized through no 
wish to monopolize control over Rorschach 
research, but to make possible a continual 
current assessment of progress, and to direct 
new research into fruitful channels with the 
avoidance of duplication. 


New York Society FoR SPEECH AND 
Voice THERAPY.—The first meeting of this 
newly founded society was held on October 8, 
1947, in the Academy of Medicine, at which 
time the president, Dr. Emil Froeschels, 
lectured on the topic, “Should the Speech 
Therapist be a Voice Therapist and Vice 
Versa?’”’, The Society will sponsor monthly 
lectures on subjects of scientific and practical 
interest in the field of speech and voice ther- 
apy. The lectures will be accompanied by 
actual demonstrations of clinical cases. 
Guests will be welcome at all lectures. Gen- 
eral and supporting memberships are avail- 
able; those interested should write to Dr. 
Froeschels, 133 E. 58th St., New York 22, 
N. Y. or to Dr. D. Weis, 10 W. 65th St., 
New York 28, N. Y., Chairman of mem- 
bership. 


New APPOINTMENTS, U.S.P.H.S.—The 
following commissioned officers of the U.S. 
P.H.S. have been assigned as Consultants 
in Mental Health to the Public Health Ser- 
vice District offices: Surgeon Murray A. 
Diamond to District 1, New York, N. Y.; 
Surgeon Curtis G. Southard to District 2, 
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Richmond, Virginia; Surgeon Louis re successors 
to District 3, Chicago, Illinois; Medi missioner of 
rector Henry C. Schumacher to Dist: Public Wel- 
San Francisco, Calif.; and Medical D 'r. George S. 
William F. Ossenfort to District 9, r, National Com 
Texas. ne, New York, 

The following have been newly appoi t nd who have 
to the headquarter staff of the Ment tants in Mental 


Hygiene Division: Dr. Raymond V. B 
as social science research analyst; D1 


C. Elberhard as training specialist in | News.—Plans 
chology ; Miss Esther A. Garrison as tra rmy Medical 
specialist in psychiatric nursing; and rd to review all 
Pearl Shalit as psychiatric nursing tt 1 construction 
sultant. under the chairman- 
il 
PENNSYLVANIA PSYCHIATRIC SOC! ! lations, dated 3 
At the ninth annual dinner meeting t t Army Medical 
Pennsylvania Psychiatric Society, | n officer of the 
The University Club, in Pittsburg t t commanding 
tember 18, 1947, Nolan D. C. Lewis, } t t tol 
director of the New York State Psy: t nd Index-Cata 
Institute, of New York City spoke on “1 inctioning in the 
Special Aims and Organization of a IPs t \rmy Medh- 
tric Research and Teaching Center.” \ second floor 
The following officers were elected t ts of the Li- 
for the year 1947-1948: to the Reference 
President: LeRoy M. A. Maeder, M.]! talogs, making 
delphia. 
President-Elect: Thomas A. Rutherf te, the Jndex- 
Waymart. iture printed 
Secretary-Treasurer : Philip Q. Roche ok 
Philadel phia. 
Councillers for one year: Samuel B. | Greek, Rus- 
M.D., Philadelphia, Charles H. Henninger, M u, Japanese, 
Pittsburgh, Harold L. Mitchell, M.D., Pit he Editor of 
Howard K. Petry, M.D., Harrisburg. ed to lift the 


Councillors for two years: Edward 
Jr., M.D., Pittsburgh, Eugene L. Siel 


Philadelphia, Mesrop A. Tarumianz, M. | l ipply the full 
hurst. translation on 
Auditor for one year: Robert J. Phif printed in one of 
Woodville. 
Auditor for two years: Elmer V. | 
Philadelphia. 
Auditor for three years: Morris W. Br ry \t its 
Philadel phia. t 47, Die Gesell- 
Idest medical 
NATIONAL Apvisory MENTAL H 1 in 1837, elected 
CounciL.——Two new members ha\ \ president of the 
appointed to the National Advisory Ment rican P iation, and Dr. 
Health Council of the U.S.P.H.S. 1 ponding mem- 
Dr. Alan Gregg, Director of Medica | | in nomina- 
ences, Rockefeller Foundation, New n | professor of 


and Dr. Karl M. Bowman, Langley t Vienna. 
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BOOK REVIEWS 


Juventte Dettnguency. By P. S. de Q. Cabot, 
Ph.D. (New York: The H. W. Wilson Co., 


This is an annotated bibliography compiled by 
tl! uthor and includes a large number of titles all 
f which deal with the various aspects of juvenile 
delinquency. Each article or book has a brief re- 
ve the reader a brief orientation 

to the content of the article. 
This book should prove very useful to those in- 
terested in juvenile delinquency, and it contains 
ler one cover the brief reviews of a great deal of 

le literature 
FrepertcK H. Aten, M.D., Director, 

Philadelphia Child Guidance Clinic. 


view which can gi 


TuTORING AS THERAPY. By Grace Arthur, Ph.D. 


(New York: The Commonwealth Fund, 1946.) 


[This monograph describes the duties and func- 
tions of the psychologist, the tutor, and the parents 
ram of individual teaching of a child who 
has specific needs. It will be useful to teachers and 


encouragi to psychologists who are interested in 
his special field. 
Dr Arthur presents many interesting case 


s of children with problems in learning, and 
es of tutors who succeeded and who failed. 

fact, the well-documented cases form the basis 
f the author’s discussions. ‘“‘Remedial teaching” 
is more interesting, and is perhaps a better term, 


than ‘Tutoring as Therapy.” The material is well 
repared; the chapters are clearly and simply 
vritten 


[he author’s experience has been unusual, ex- 
ck beyond the days of the child guidance 
clinics; her opportunities and interests probably 
been unique in contemporary clinical psy- 
gy. It is good that she has recorded these. 
The word “therapy” has been overworked and 
ited. Therapy is the treatment of disease. 
as a greater respect for the mean- 
of words than many professional groups are 
w displaying. Educating means developing and 
cultivating, expanding and strengthening of men- 
tal faculties; training is forming by instruction, 
liscipline, and drill, or establishing in a habit by 
teaching; teaching is showing, guiding, and di- 
ing, or making one to know how; tutoring 


reviewer h 


1eans uving guardianship, tutelage, or care 

None of these words have relation to therapy. 
One who educates, trains, teaches, or tutors 
should not labor under the illusion that one is 
treating disease, and it would be disastrous to 
children if they associated these words with the 
reatment of disease. Those who work in the 
iringe of medicine or of psychiatry often sub- 
consciously try to glorify their own professional 
work by expanding or extending their nomen- 


clature. In the end this may be injurious to their 
professions, as it has been with specialty of psy- 
chiatry when psychiatrists have attempted to in- 
corporate the “fringe.” 

“Tutoring as Therapy” is an excellent work 
for teachers who are especially interested in chil- 
dren who are in need of more help than the school 
can give. 

H. M.D., 
Norwich State Hospital, 
Norwich, Conn. 


LecTURES ON PSYCHOANALYTIC PsyCHIATRY. By 
A. A. Brill, M.D. (New York: Alfred A. 
Knopf, 1946.) 


Dr. Brill, as is well known, is the pioneer in 
psychoanalysis in the United States, his studies in 
this field dating from 1907, in which year he joined 
Bleuler’s staff in Zurich. 

In 1924 he gave a course of lectures in psycho- 
analysis at the Pathological Institute of the New 
York State service. These lectures were repeated 
annually, later at the Psychiatric Institute and Hos- 
pital, Columbia Medical Center, as part of the 
graduate courses in neurology and psychiatry, the 
object being “to show how Freud’s new concepts 
were developed from 1893 to 1939 and how they 
were successively applied to clinical psychiatry.” 
These to lectures, in their final form, are presented 
in this book. 

Commenting that American psychiatry, in its 
modern phase, had its beginning in the New York 
State Pathological Institute and its successor, the 
Psychiatric Institute, Dr. Brill reviews the signifi- 
cant phases of recent psychiatric history. He cites 
the pre-Kraepelinian picture, the contributions of 
Kraepelin, “the father of modern psychiatry,” and 
especially the innovations of Meyer in directing the 
course of the American school. The author’s ac- 
count of conditions around the turn of the century 
and of institutional life and habits at that time is 
vivid and entertaining and serves to emphasize the 
revolutionary changes that have characterized the 
almost half century of psychiatric history that Dr. 
3rill has lived through. 

One of the most interesting features of his book 
is the fact that it reflects throughout his own ex- 
perience and his own thinking. He recounts his 
early training in New York, Paris, Zurich, and the 
circumstances that led to his taking up psycho- 
analysis as a career. Bleuler and Jung furnished the 
original impetus and after a year in Zurich he re- 
turned to New York; and that date (1907), as he 
justifiably records, marks “the beginning of psy- 
choanalysis in the United States.” A most effective 
feature of Brill’s pioneer work was his translations 
of the works of Jung and Freud. To the transla- 
tion of the books of the latter especially he tells us 
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that he devoted most of his leisure time 
than 10 years. Through the instrumentality 
Brill, “The Basic Writings of Sigmund Fr: 
now available to English readers in the 
Library edition (1938). 

In the lectures that form the subject of 
view, both clinical and historical features ar 
bined, and we find interesting comments 
standing personalities of the modern peri 
their views and methods. For example, a d 
of the symptoms of hysteria gives both tl 
according to Charcot and the Freudian int 


tion. We are introduced also to Breuer, B 
Stransky, Prince, Babinski, Kretschmer, a1 
others. 

The lectures as printed obviously follow 


1 


the form in which they were originally 
Their easy, almost conversational style, wit! 
ous touches, makes the reading entertaining a 
as informative. Within a little less than 30: 
the course of the psychoanalytic movement is 
lined, together with its theory, principles, a1 
tice, in all of which the author has played s 
spicuous a part. It is well that these lectur« 
now been preserved in book form. 


THE EXAMINATION OF REFLEXES. By Robert 
tenberg. (Chicago: The Year Book Pul 
1945.) 

In this book Dr. Wartenberg has given 
clear and concise description of the chaoti 


his attempt to clarify the situation and bring a 
orderly conception of reflexes and their proper 
uation has been particularly successful. The « 
mous amount of work contained in the small y 
is deserving of high praise, and the careful way 
which he has succeeded in bringing a clear pict lept 
out of the bewildering amount of literature 
not be too highly commended. He has been 
ticularly concerned with the confusion arising f 
describing reflexes by the name of the man 
first described them and has demonstrated tim 
again that the man for whom a reflex was 
was by no means the first one who had descril t ruct 
it. His description of the paradoxic reflex is | , for 
ticularly illuminating, and his explanation of all tudied, des ft t 
reflexes on the basis of stretch reflex is put f 
with great clarity. As Wartenberg 
conclusion, time alone will determine whether | Perhaps, vever, the 
theories are correct. There are only a few ty; tet rmula the strict 
graphical errors, such as the confusion of prone 
supine, and the mention of acute supra nucl f t 
lesions of the abdominal muscles. It is a i tl 
however, that should be part of the armamentar 
of students of neurology. 

EpwIn G. ZABRISKIE, M 
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